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. DEFICIENCY)
F000 ] INITIAL COMMENTS F 000! Disclaimer Statement: Preparation
and/or execution of this plan of
. { Revised Report following IDR Request. Tags correction does not constitute admission
F281, F157, F248, F274 disputed. However no or agreement by the provider of the truth
changes made fo these tags. F514 changed from of the facts alleged or conclusions set
S/S of an E to /S of a D. F279 and F 280 forth in the statement of deficiencies.
disputed. Text changes to F 279, S/S changed to The plan of . '
, . plan of correction is prepared
an E. F280 removed. F312 disputed and and/or executed solely 1 o it is
removed. Text changes to F 444 and F328. required by the provisions of both
An unannounced annual and complaint survey Federal and State Laws.
was conducted at this facility from 2/4/09 and !
concluded on 2/17/09. The deficiencies :
contained in this report are based on clinical :
record reviews, observations, review of the
facility's policies and interviews with residents,
family and facility staff. The census on the first i _
day of the survey was 159. The sample size | 483.10(b)(11) NOTIFICATION |
included 24 standard records, which inciuded 21 OF CHANGES
active records, three closed records, and 12 . . .
supplemental residents/records for a total of 36 L. R&si(_ie_nt #10’s family and
residents. physician were made aware of
F 157 | 483.10(b)(11) NOTIFICATION OF CHANGES F 157 the resident’s condition on
58= ’ 12/6/08. 2-4-09
. A facility must immgdiatt?ly info[rr_l the resi_dent: 2. The resident, family, or i2-6
- | consult with the resident's physician; and if bl will be
| known, nofify the resident’s legal representative Wml ‘e party
or an interested family member when there is an informed immediately, and the
-} accident involving the resident which results in physician consulted should an
injury and has the potential for requiring physician accident resulting in injury that
intervention; a significant change in the resident's A s .
physical, mental, or psychosocial status (i.e., a h]z;s the po ?emlal. fof reqmnng I
deterioration in health, mental, or psychosocial physician miervention; a
status in either life threatening conditions or significant change in the
clinical complications); a need to alter treatment physical, mental, or psychosocial
significantly (i.e., a need to discontinue an status; a need to aler treatment
existing form of treatment due to adverse s G . )
consequences, or {o commence a new form of mgmﬁcant[_y-, ora decmm} to : '
treatment); or a decision to transfer or discharge transfer or discharge a resident . Y-17-69
the resident from the facility as specified in ocouts. .
7 A Kevised, sw

-
N " - .
-

4-/6-07

I\BORATORw PRO#!;ERIS%FU% REPRESENTATIVE'S Si

with an asterisk () denotes a deficiency which the institulion may be excused from correcting providing it is detemmined that

ny deficiency statement ending ;
ufficient protection to the patients. {See instructions.) Except for nursing homes, the findings stated above are disclosabie 90 days-

ther safeguards provide s

dlowing the date of survey whether or not a plan of correction is pravided. For nursing hormes, the above findings and plans of correction are discosable 14 -

ays following the date thes
rogram participation.

e documents are snade available to the facility. if deficiencies are cited, an approved plan of comection is requisite to continued
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F 157 | Continued From page 1 F 157| 483.10(b)(11) NOTIFICATION
§483.12(a). OF CHANGES (continued) -
The facility must also promptly notify the resident 3. All nu:rsing staff?vill be
and, if known, the resident's legal representative mserviced regarding prompt
or interested family member when there is a notification of resident, family or
change in room or roommate assignment as responsible party, and regardin:
specified in §483.15(e)(2); or a change in hps‘; cian co lt,aii on asgar &
resident rights under Federal or State law or p Y . : .
regulations as specified in paragraph (b)(1) of indicated in #2 above no later 1709
this section. than 4-17-09. - :
4. A nursing note will be completed
The facility must record and periodically update by staff should an event as ’
the address and phone number of the resident's ‘ indicated in %2 abo
legal representative or interested family member. - indicated 1 ,'a Ve oFcur.
These notes will be reviewed by
.f the DON/designee daily x 90
This REQUIREMENT is not met as evidenced days and reported through the
by: o ) QA process. If a lack of
Based on record review, interview and review of a . is identified will
facility incident report, it was determined that the con‘lpl.lance 151 entified, we
facility failed to immediately inform the interested | again in-service and monitor for :
family members/legal representative and or an additional 90 days. 4.17-09

physician for 2 residents (Residents #10 and #11)
out of 24 sampled residents. Resident#10's
family member was not immediately informed
when there was an accident in the shower with an
injury. The facility failed to immediately inform the
family member or legal representative of Resident
#11 of the significant and severe weight loss.
Additionally, the facility failed to notify Resident
#11's physician in a timely manner of Resident
#11's severe weight loss of less than 100 Ibs.
Findings include:

Cross refer to F323, example #3

1. Review of the facility's undated
incident/accident report revealed that Resident
#10 had sustained a skin tear to her right lower
leg on 12/2/08 at 7:45 PM, while in the shower

“ORM CIMMS-2567(02-99) Previcus Versions Obsclele

Event ID: ROEQ1

Facitity 1D: DEGQ10

If continuation sheet Page 2 of 54 |




DEPARTMENT OF HEALTH AND HUMAN SERVICES
_CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED: 03/31/2009
FORM APPROVED
OMB NO. 0838-0391

I
STATEMENT OF DEFICIENCIES {X1) PROVIDERISUPPLIER/CLIA X2} MULTIPLE CONSTRUGTION 3) DATE SURVEY
!!AND PLAN OF CORRECTION IDENTIFICATION NUMBER. . ® )COMPLETED
! A BUILDING
B. WING ©
085004 ) 021772002

NAME OF PROVIDER OR SUPPLIER

ACCORD HEALTH SERVICES AT BRANDYWINE

STREET ADDRESS, CITY, STATE, ZIF CODE
505 GREENBANK ROAD -

WILMINGTON, DE 19808

X4 10 SUMMARY STATEMENT OF DEFICIENGIES s} PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED 8Y FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE Dare
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F 157 | Continued From page 2 F 1571.483.10(b)(11) NOTIFICATION
room. This incident/accident report noted that the OF CHANGES (continued)
family member was.notified about the skin tear on
1217109, five (5) days later. The facifity failed to
immediately notify the interested family member
about the injury.
Interview with RN #2 on 2/12/09 at approximately
3 PM revealed that she had believed that the skin
tear was an “old, re-opened” wound and thus she ‘
had not notified the family at the time of 1. Resident #1 1’s physician states :
occurence. : ;
2. Cross-refer to F325, example #1 : that she’was aware of the . ;
Review of Resident #11's clinical record revealed resident’s condition. The family |
that on 4/15/08 Resident #11's weight declined to was made aware of the resident’s ;
117.1lb, a signiﬂrzant weight loss of 6.3 Ibs (5.5%) : condition on 2-17-09. 191109
since admission ( 3 weeks). There was lack of : .
documentation that the resident's famify/legal 2. The resEdent, famlbf’ or
representative was notified. f‘espons1b1‘e party will be
informed immediately, and the
On 4/25/08, Resident #11's weight was down to physician consulted should-an
113.5 Ibs, a severe weight loss of 9.9 Ibs. or 8.4% accide e 0 g
in T month. There was lack of documentation to has fh;l t ;::Il:lt;an;gfil mjm.'y_ th_at
indicate that the resident's family/iegal . pot ; requiring
representative was notified. physician intervention; a
significant change in the
On 6/11/08, Resident #11's weight declined to physical, mental, or psychosocial
112.5 ibs, a severe weight loss of 10.9 Ibs/8.8% status; a need to alter treatment
in 3 months. There was no evidence that the sipnificantly: decisi
resident's family/legal representative was ent y.’ ora CCISIOI:I to
informed. transfer or discharge a resident
| occurs, . §-17-09
On 8/22/08, the Nutritional Progress Note stated 3. All nursing staff wili be
that Resident #11 was being followed by Speech inservi :
Therapy and the diet was downgraded to puree isﬁﬁcaﬁ;?ﬁar@dg romp t
canststency with thick pudding liquids secondary ; Tesident, famll-y or
to "Aspiration Precautions”. There was no responsible party, and regarding
evidence that the family member/legal physician consultation as
representative was notified of this change in the indicated in #2 above no later
resident's condition and diet. ‘than 4-17-09 . Y-17- 09

'ORM CMS-2567(02-09) Previous Versions Obsalete

Event ID:R9EQ1]

Facility {D: DEOO10 -

if continuation sheet Page 3 of 54




DEPARTMENT OF HEALTH AND HUMAN SERVICES

PRINTED: 03/31/2009

FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES _ OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: : COMPLETED
ABUDNG
C
085004 B. WING -_ . 021712009
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
ACCORD HEALTH SERVICES AT BRANDYWINE 505 GREENBANK ROAD
WILMINGTON, DE 19808
X4} 1D SUMMARY STATEMENT OF DEFICIENCIES I o PROVIDER'S PLAN OF CORRECTION _ x5)
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F 157 | Continued From page 3 F 157 483.10(b)(1 1) NOTIFICATION
.During the months of 10/08 and. 11/08 there were : OFC GES (continued)
periods of documented meal intake of less than 4. A nursing note will be completed
150% for more than 3 days. There was no by staff should an event as
evidence that the responsible party and physictan indicated in #2 above occur
were notified of Resident #11's decline in meat Th . 1 be revi ’
consumption as per facility policy. - hiese notes wi reviewed by
the DON/designee daily x 90
On 12/1/08, Resident#11 weighed 98.8 bs., a6 days and reported through the
Ibs. weight loss with no documented evidence QA process. If a lack of
that the resident's family/legal representative was : _ : s - .
notified. On 1/7/09 Residont #11 weighed 94 Ibs. compliance is identified, we will
and there was no documented evidence that the again In-service and monitor for .
physician was notified in a timely manner of this an additional 90 days. 41709
10.8 lbs {10%) severe weight loss in 3 months . '
since re-admission from the hospital. In an ; _
interview with the RD (Registered Dietitian) on :
2/9/09, she confirmed that the physician was not f
notified in a timely manner. i :
Additionally, review of Resident #11's Weights |
Flow sheet, Resident #11 had an insidious 5
(gradual) weight loss from 6/11/08 through 2/4/09. i
There was no documentation to indicate that the i
resident’s family/legal representative was made
.aware of this insidious weight loss. Resident #11
had a total weight loss of 27 lbs. since admission
on 3/23/08 to 2/4/09 and there was lack of
documentation that the resident's family member
or legal representative was informed of this i
resident's severe weight loss.
F 248 483.15(f)(1) ACTIVITIES F 2481 483.1 S(H(DHACTIVITIES
8$8=D :
The facility must provide for an ongoing program : ; - -
of activities designed to ineet, in accordance with L) Re31dent.#l6 was melded. with
the comprehensive assessment, the interests and several bingo cards with raised
the physical, mental, and psychosocial well-being numbers and books on tape for her :
of each resident. enjoyment. - 2.-10-09
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F 248 Continued From page 4 F 248 483.15(f)( DACTIVITIES(continued)

_12.) An audit will be conducied to

This REQUIREMENT is .not met as evidenced .. .
His REQ 'S notme { determine if any other resident

by: 1a ; |
Based on observation, interview and record unmet activities needs,. = H-17-09
review, the facility failed fo provide an ongoing 3.) Ongoing, residents will be

program of activities designed to meet the needs assessed, on admission and during

- | of 1(Resident #16) out of 24 sampled residents.

Findings include: the quarterly review to determine if

all their activities needs are being
Resident # 16 was admitted to the facility on - met. If it is determined that the
12/20/06 with diagnoses that included bfindness. . resident needs a special }
e of e cled oo v it el e i
her room, she was not offered, nor were there omrr'io_ . 01% will be p rovy .e C
any adaptations made for activities appropriate {4.) The activities d!re-ctor VE’IH eview '
for her blindness. During an interview with the care plans and resident interest !
resident she stated that she would enjoy playing forms to ensure that residents with |
Bingo and listening fo books on tape, but was not special interests or :
offered these options. . .
accommodations have received
| During an interview with the Activities Director on appropriate assistance in activities.
2/9/09 she stated she was unaware that Resident . Results will be brought to the
f? \{\tf_as igt_eretstecti hin such %ctgrities. Tr;eB _ . _ quality assurance committee
ctivities Director then provided several Bingo ing quarterly unt; tantial -
cards with raised numbers and books on tape for meetu?g 4 Ly until substantial :
the resident. compliance has been met. 4-17-09
483.15( - o
The facility failed to provide appropriate activifies MA HI SIT(hE)TI(\? [)X}I{I%%SEKEEPING/ ;
for a visually impaired resident. o
F 253 | 483.15(h)(2) HOUSEKEEPING/MAINTENANGE F253| 1. #1, In room B6, the vinyl
SS=B reinforcement on the wall was
The facility must provide housekeeping and repaired. The restroom door will
Topuonencs seicesnecossary o maktan be replace. #1101
4 Y ’ #2, In rooni E3, the damaged
_ ' floor tiles, under the B bed have
This REQUIREMENT is not met as evidenced been replaced. 3.57-09
by: _ #3, In room D14, the door jamb .
Based on observations throughout the survey and was repaired. Y.{7.09
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F 253 Continued From page 5 F 253! 483.15(h)}(2)HOUSEKEEPING/
staif interviews, it was determined that the facility MAINTENANCE (continued)
Jailed to provide maintenance services necessary 2. An inspection of ]
intai rderly interior. Findings include: . pection of the resident
fo mainiain an orderly 9 rooms will be conducted by the
1. Observations of resident room #B6 on 2/4/09 Maintenance Director or designee,
at 11:00 AM reveated that the vinyl reinforcement to ensure that any damage has
had separated from a wall. Additionatly, the been nofed and s cheduled for
restroom door was warped. , repait/replacement Y§-7-09
2. Observations of resident room #E3 on 2/4/09 3. The liems noted in this survey will
at 1:20 PM revealed damaged fioor tiles under be added to the preventative :
the B bed. The Environmental Services Director |  maintenance schedule. 4.17-09
confirmed that the tiles were damaged by the ! | 4. The Maintenance Director will :
mator of the electric bed. ; . . .
audit the compliance, with the
3. Observations of resident room #D14 on 2/5/09 preventative maintenance
at 12:30 PM revealed that the restroom door was program, and report the findings
difficult to close. The Environmental Services to the quality assurance commiitee
Director confirmed that the door jamb needed to quarterly 4-17-09
: be reinforced. . : :
F 274 483 20(b)}(2)X(ii) RESIDENT ASSESSMENT- F274 483.20(b)—(2)(ii), -
$5=D | WHEN REQUIRED RESIDENT ASSESSMENT-
A facility must conduct a comprehensive WHEN REQUIRED E
assessment of a resident within 14 days after the
facility determines, or should have determined, 1. Resident #5°s MDS was
that there has been a significant change in the corrected to accurately reflect
resident's physicaf or mental condition. (For resident condition. 2-10-09
purpose of this section, a significant change ; . .
fmeans a major decfine or improvement in the 2. All residents have the potential to
fesident's status that will not normatly resolve be affected by an MDS coding
itself without further infervention by staff or by error. MDS’s will be corrected as
implementing standard disease-related clinical needed. Y1709
interventions, that has an impact on more than 3. MDS assessments will be
one area of the resident's health status, and ’ . -
requires interdisciplinary review or revision of the reviewed for accuracy before the
care plan, or both.) final transmittal. 4-17-09
i

FORM CMS-2567(02-99) Previous Versions Obsolete

Event ID:RSEG1T1

- - Faciity ID: DE6010

If continuation sheet Page 6 of 54



DEPARTMENT OF HEALTH AND HUMAN SERVICES
GENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED: 03/31/2009
FORM APPROVED

OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES (X1} PROVIDER/SUPPLIER/CLIA (X2} MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND-PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
A. BUILDING
-
C
(85004 B. WING —_— . 02/1712009
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CR'Y, STATE, ZIP CODE
505 GREENBANK ROAD
CORD HEALTH SERVICES AT BRANDYWIN
AC INE WILMINGTON, DE 19808 .
(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES 1D PROVIDER'S PLAN OF CORRECTION (Xs)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL. PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
F 274 Continued From page 6 F 274 483,20({,)-(2)@),
This REQUIREMENT is not met as evidenced RESIDENT ASSESSMENT-
BY: WHEN REQUIRED (continued)
Based on record review and interview it was L TR
determined that the facility failed to complete a 4. The Director of Nursing/designee
significant change Minimum Data Set (MDS) will review a random sample of
assessment for one (Resident #5) out of 24 MDS’ completed that week and
sampled residents. Findings include: review them for accuracy. Any
Resident #5 was admitted in 2005 with diagnoses | erfors will be nnmedl?tely )
including diabetes, coronary artery disease, | corrected and all findings will be
anxiety and depression. Additional diagnoses documented. A report of the :
while at the facifity included dementia, dysphagia documented ﬁndings will be
{difficulty in swallowing) and chronic kidney ted at the facilities quali i
disease. Resident #5 had hospitalizations on presented at the facilities quality
9/19/08 and 10/5/08 for congestive heart faiture assurance meetings and further !
and returned fo the facility with a feeding tube inio : actions will be planned and
the stomach (PEG tube) due fo swallowing implemented if the committee
difficulties. deems it necessary. H-17-09

Resident #5's quarterly MDS assessment, dated

08/29/08, coded locomotion on and off the unit as
needing limited assistance of one person, eating
was coded as supervision with set up help only
and bladder continence was coded as complete
bladder control. Additionally, there was no weight
loss and no tube feeding noted in the 8/29/08
MDS.

The 10/17/08 quarterly readmission/return MDS
assessment coded iocomotion on and off the unit
as well as eating as total dependence with one
person physical assist. Weight loss was coded as
“yes" and tube feeding was checked. Additionally,
the resident's bladder status declined to
"frequently incontinent.” The facility failed to
determine within 14 days of the resident's
readmission that a significant change had
occurred in the resident's status and failed to
complete a significant change MDS assessment.
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by:

Based on record review and interview, it was
determined that the facility faited to develop a
care plan for 3 (Resident's #5, #7 and #16) out of
24 sampled residents. Additionally the facility
failed to ensure that the care plan was reviewed
and revised for 3 (Residents #9, #11 and #18) out
of 24 sampled residents. Findings include:

| 4. The Director of Nursing/designee

. will review a random sample of
resident records and care plans
for accuracy. Any errors will be

~ corrected and findings will be
documented. A report of the
findings will be presented at the
quality assurance meetings and

“ORM CMS-2567(02-09) Previous Versions Obsolete Event ID: ROEQ11

further actions will be planned
and implemented if necessary.
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C
- 085004 pwe— 02/17/2009
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, 2P CODE
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- ACCORD HEALTH SERVICES AT BRAND NE
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{Xa) iD SUMMARY STATEMENT OF DEFICIENCIES (] PROVIDER'S PLAN OF CORRECTION Lo
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE ; COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS5-REFERENCED TO THE APPROPRIATE DATE
. , DEFICIENGY) :
‘F 274 Continued From page 7 F274 483.20(b)—(2)(ii),
On 2/10/09, during an interview, the Registered “RE,IS[E}D); ASSESS )
AN <0003, duning an.interview, the Registere REOUIRED
Nurse Assessment Coordinator (RNAC) (See Previ Q Page
confirmed that the facifity should have completed °¢ Frevious Page) .
the MDS as a significant change MDS. 483.20(d), 483 20(k)(1)
F 279 483.20(d), 483.20(k}(1}) COMPREHENSIVE F 279 COMPREHENSIVE CARE PLANS ‘
Ss=g | CARE PLANS : L. Resident # S has a care plan in place for #s
: . . 15 1o -09
. . : tube feeding and for swallowing i
.| A facility must use the results of the assessment difficalties and aspiration precautions.  # 7
to develop, review and revise the resident's Resident # 7 has a care plan in place for ~ 2-/2-09
comprehensive plan of care. diabetes. Resident # 16 has a care plan ~ | # /{
L . in place for visual impairment. The {-t5-09
The facility must develop a comprehensive care : assistant care plan coordinator
plan for each resident that includes measurable : responsible is no longer employed with
objectives and timetables to meet a resident's | i the facility.
medical, nursing, and mental and psychosocial | 2. The assessment and care plan for
needs that are identified in the comprehensive .each resident shall be
assessment. ‘ reviewed/revised as needed when ;
a significant change in physical
The care plan must describe the services that are ' ormental condition Occl:,rg y-{1-04
to be furnished to attain or maintain the resident's ! 3. Information regarding resident
highest practicable physical, mental, and | condition is obtained on
psychosocial well-being as required under admission, at the daily staff |
§483.25; and any services that would otherwise meeting, the weekly High Risk i
be required under §483.25 but are not provided meeting and through review of
due to the resident's exercise of rights under the resident record, interview ;
§483.10, including the right to refuse treatment and observation. The RNAC and
under §483.10(b)(4). current assistant care plan coordinator
- are responsible for ensuring proper care
. lan documentation is reviewed at least
This REQUIREMENT is not met as evidenced gmﬂy and PRI

Y109
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F 279 | Continued From page 8 F279| 483 20(d), 483.20(k)}1)
COMPREHENSIVE CARE PLANS
Cross srefer to F274.. e (continued)
1. Resident #5 returned to the facility from the 418
hospital with a feeding tube into the stomach . . o
(PEG) due to swallowing problems. The facility L E?gggvg;‘: ‘I‘{G":jel:f;;'l’ ﬁg": i"'ff o7
failed to develop a care plan for Resident #5's care plan in place. for weight loss 9.09
tube feeding and care of the (PEG) tube as well swallowing difficulties and aspir; tion 2-9
as swallowing difficulties and aspiration precautions. Resident #9 is tio longer on #9
precautions when the 10/22/08 Minimum Data anti-coagulant therapy and no longer Y7b-08
Set (MDS) assessment was completed. | Yias & diagnosis of DVT. ﬁ«j?{ "
On 2/10/09, an interview with the MDS ? 2 &‘i?gf:;gﬁ:ﬁ::;ﬁ“@;g{ '
coordinator confirmed the above findings. nursing, nutritional and
2. Review of the clinical records revealed that the ssvch ogs’ocial nieeds within 7 da
facility fatled to have a care plan in place for gf{:o letion of the s !
Resident#7 who had diabetes. Finding were _ comp[:;iensive assessment 4.17:09
confirmed with the nurse manager on 2/12/09. 3. Information regarding resident
condition is obtained on
3. Resident #16 had diagnoses that included adm1:ssmn, at the daily .Smﬁ.
blindness. Review of the clinical records revealed meeting, the weekly ng!l Risk
that the facility failed fo have a care plan in place meeting and ﬁ]rougt.l roview of '
for the resident's visual impairment. the resident record, Interview, H-11-0%
Findings were confirmed with the Activities and o?serva_tmn . . e
Director and nurse manager on 2/9/09. 4. The Director of Nursing/designee
will review a random sample of
resident records and care plans
Cross refer to F325, example #1 for accuracy. Any errors will be
4. Review of Resident #11's clinical record corrected and findings will be
revealed that this resident had a documented. A report of the
significant/severe weight loss 3 weeks after findings will be presented at the
admission (3/23/08) and a continued decline quality assurance meetings and
through 2/4/09.  Resident #11 had a fotal weight  further actions will be planned
loss of 27 Ibs. or 21% from 3/23/08 to 2/4/09. In - and implemented if necessary. t417-09
addttion, on 8/22/08 her diet was downgraded by
the Speech Therapist to pureed consistency with
thick pudding liquids secondary to “Aspiration
Precautions”.
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F 279 Continued From page 9 F279] 483 20(d), 483.20(kX1)
The facility faited to develop a care plan to reflect COMPREHENSIVE CARE PLANS
ihe severe weight loss and the Aspiration (continued)
Precautions and the approaches to meet this . s T
resident's needs. : : 1. Resident # 9 is no longer on anti-
ct.)agulafitthelap)f‘ a0l 2-12-09
5. Resident #18 was admitted to the facility with i 2. A comprehensive care plan shall '
dementia in 10/04. An annual Minimum Data Set ¢ bedeveloped to address medical,
(MDS) assessment, dated 10/9/08, had a nursing, nutritional and
Resident Assessment Protocol Summary (RAPS) psychosocial needs within 7 days
triggered for cognitive loss and was checked to | of completion of the o1 09
develop a care plan. There was no current care I comprehensive assessment. "
plan for cognitive loss although there had been a - 3. Information regarding resident
previous discontinued care plan reflecting, " ! condition is obtained on
Impaired verbal communication R/T {related to) i admission, at the daily staff
deteriorating cognitive condition®. meeting, the weekly High Risk
meeting and through review of
In a 2/12/09 interview, the RNAC confirmed that the resident record, interview, H 1-99
.the cognitive loss care plan failed to be continued and observation. i
even though it was checked as part of the (RAPS) i 4. The Director of Nursing/designee
on the MDS. i will review a random sample of
) resident records and care plans
Cross refer to F329 for accuracy. Any errors will be
6. Resident #9 was re-admitted to the facility on corrected and findings will be
3/12/08 following a hospitalization where she was documented. A report of the
found to have an “acute on chronic common findings will be presented at the
femoral deep vein thrombosis® (DVT-clot). quality assurance meetings and
Resident #9's prior medical history included a further actions will be planned 2-09
chronic subdural hematoma, hypertension, and implemented if necessary. Y-
rheumatoid arthritis, stroke x 2, gastritis and '
E upper gastrointestinal bleed. Resident #9's
re-admission orders, dated 3/12/08 included
administration of Lovenox and Coumadin {blood
: thinners, which have the potential {o cause
i bleeding).
Although the facility developed a plan of care for
Resident #9, they failed to review and revised it to
| include the problem of the DVT and the potential
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for bleeding and required close moenitoring due to
. anticoagulant therapy. :
483.20(k)(3)(i) COMPREHENSIVE CARE PLANS

The services provided or arranged by the facility
must meet professionat standards of quality.

This REQUIREMENT is not met as evidenced
by:

Based on interviews and record reviews it was
determined that 5 (Residents #10, #11, #1 3, #17,
and #18) out of 24 residents in the sample failed
to receive the care and services that met
professional standards of clinical practice. The
facility failed to follow facility policy/have a system
in place to ensure that reweighs were done when
residents were losing weight to verify-accuracy
“{and as indicated to initiate the appropriate
interventions. Additionally, the facility failed to
transcribe orders correctly for Residents #10 and
#17. Findings include:

According to the American Dietetic Association,
"Nutritional assessment is a systematic process
of obtaining, verifying & interpreting data in order
to make decisions about the nature & cause of
nutrition-related problems.” Current standards of
practice recommend weighing the resident on
admission or readmission (to establish a baseline
weight), weekly for the first 4 weeks after
admission & at least monthly thereafter to help
identify & document trends such as insidious
weight loss. Weighing may also be pertinent if
there is a significant change in condition, food
intake has declined & persisted (e.g., for more
than a week), or there is other evidence of altered
nutritional status or fluid & electrolyte imbalance.
Approaches to improving the accuracy of weights

F 279 483.20(d), 483.20(k)(1)

COMPREHENSIVE CARE PLANS
~ 1 (See Previous Page)

Fogi| et

| 483.26(k)(3Xi) COMPREHENSIVE

CARE PLANS

‘1. Resident # 11 continues with
weekly weights; her weight has
fluctuated, but has not decreased
significantly. She was recently
hospitalized and returned on 4/13/09
with a diagnosis of possible colon
cancer and failure to thrive. The
responsible party requests no further
gastrointestinal tests for this resident.
As 0f 4/14/09 this resident is on
Hospice. Resident #13’s weight has
been stable since 2/4/09 due to
improved documentation. Resident
#17°s weight has been stable since

- 1/4/09 due to additional supplements,
Resident #18 had been on weekly
weights since 2/4/09. Her weight has
fluctuated minimally since. She became
a Hospice resident on 4/9/09. Resident
#10 is currently on weekly weights and
since 1/27/09 her weight has fluctnated

- with a net loss of <2%. )

- 2. The weights of residents that

- bave the potential to be affected

will be reviewed and appropriate

actions regarding their weights

will be taken. The facility policy

- will be followed.’

" 3. Resident’s are weighed at

- least monthly; more frequently as

determined by the

Interdisciplinary Care Team, A

weight change of 5 pounds

‘1-17404

4-17-67
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F 281 Continued From page 11 F 2811 483.20(k)(3)(i)) COMPREHENSIVE
may include reweighing the resident & recording CARE PLANS (continued)
the current weight, reviewing approaches to . . .
obtaining & verifying weight, & modifying those requires a re-weigh (3 pounds if a
approaches as needed. resident weighs 100 pounds or
less) and notification of the
1. Cross-refer to F325, example #1 - Unit Manager (UM)/designee.
The facility's policy/standard of practice related to - The UM/designee will notify the
ensure accuracy of residents’ monthly weight Registered Dietitian (RD) of the .
included "If a weight drops..., please reweigh and change. The restorative aides responsible
verify a loss of weight with nurse. Exception is if . for weekly/monthly weights were ]
a resident weighs 100 Ibs or less and has a 3 Ib. wserviced 3/19/09. Remaining staff will
weight loss... The weight team needs to give the | beinserviced regarding these procedures 709
weights to the ADON o update the weight | by4/17/09. , -0
committee roster. The weight team will meet | 4 The RD will track residents
weekly". The facility's Weight Flow Sheet . that have significant weight loss
indicated a column for the "Nurse Verifying and interventions previously )
‘Weight Change". Additionally, at the bottom of the attempted. Those residents will
| the facility's Weight Flow.Sheet also stated "A be discussed at the weekly High
variance of 5 pounds, or if under 100 pounds a Risk meeting and be reported
variance of 3 pounds, warrants re-weighing of through the QA committee. y1-09
resident."
I. Resident # 17°s orders were transcribed
Review of Resident #11's Weight Flow Sheet - correctly onto the February 2009 MAR.
revealed that this resident weighed 123.4 Ibs. on The resident received the dose ordered -
admission on 3/24/08. On 4/25/08, the Resident's . and suffered no ill effect. 12-1-09
weight was recorded as 113.5 Ibs., severe 9.9 s e .
Ibs. (8.4%) weight loss in one month. This 2. gieiin?;gﬁg;dm for.ﬁl‘:dr:_s;::txll;s;mst
resident's Weight Flow sheet failed to indicate ordered. Resident orders and MAR s
that a re-weigh for this 8.4% weight loss was will be checked to d ine if other
done and verified by a nurse. residents have been affected. 44-1°7-0 q
In addition, according to Regident #11's Weights 3 ﬂ;&?ﬁgﬁ;ﬁ;ﬁ msem;:;ﬁ)gy
Flow sheet, this resident weighed 104.8 ibs. on of medication orders - Y-17- 69
10/2/08. On 12/1/08, the documented weight was ' ' )
98.8 ibs., 2 weight loss of 8 Ibs. The resident's
Weight Flow sheet failed to indicate that a
re-weigh was done for this 8 Ibs. (5.7%) weight
loss in 2 month time period. On 117109, the
resident's weight was recorded as 94.0 lbs.,
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F 281/ Continued From page 12 F 281| 483.20(k)(3)(i) COMPREHENSIVE
however, the weight flow sheet failed to indicate CARE PLANS {continued) -
that a re-weigh for.this 10.8 1bs.(10%) weight loss 4 - Ty |- eap e i e
in 3 months time period from 10/2/08 was verified i Eehveiear a m:fdgansauI;[Illg g?;eg;z;:' ;
by a nurse. Resident #11 has had documented records and MAR/T AI;{ and review
weights under 100 ibs. since 12/1/08. them for accuracy weekly X 4, then
Review of the RD's nutritional progress notes W&lj{ X 2;3:3; f‘ n::;:;t:?;féo‘ﬁ?
failed to indicate that re-weighs were done findings Willl be d Y ented. A report
accordingly to ensure accuracy. Interview with the of the documented findin \;rill be
RD on 2/9/09 confirmed that re-weighing was not resented at the facilitiesgs uality
being documented according to facility policy and zssmoe meetings and ﬁq ther actions
professional standards. will be planned and implemented if the
committee deems it necessary. N7
2. Resident #13 had diagnoses including : re b : e &
cardiovascular disease, chronic obstructive ; %ﬁs}dl e:;;f :&:I:l;:;t;irrils?d;zst:lved- I-il-0 4
pulmonary disease, diabetes and chronic renal : must be written and ribed | B
-{ insufficiency. The weight-for Resident #13 was ' exa &l as ordered. Residents ;
recorded as 167.1 Ibs. on 5/16/08 and 160.2 Ibs. dors AT AR’ will chocked
on 6/9/08. This was a weight loss of 6.9 Ibs. with f det ang Fottr < et
no reweigh documented. , hc;v:l‘;:;mn;f ectod. resiae g 1704 '
- - I - i
3. Resident #17 had diagnoses including stroke, 3. All Ll?egﬁd Z‘?ggglrge din |
congestive heart failure, diabetes and in 11/08 IServiced by < tion of trgartm gt |
was diagnosed with cancer. The weight for prgeper transcription of treatmen z :
Resident #17 was recorded as 132.8 Ibs. on 4 ,IQ; 55 ¢or of Nursine/desi {1709
7/3/08 and 126.9 fbs. on 8/25/08. This was a il s of Mursingdesignce
weight loss of 5.9 bs. with no reweigh i dg‘i:c:rgsmaﬁ?m AOR
documented. and review them for accuracy I
4. Resident #18 had diagnoses including vszek!y X 4, then monthly x);i?i)
advanced dementia, GERD (Gastroesophageal ALy e;ri:tx:lor OMSSIOnS ‘:; 1l ©
reflux disease), and anemia. The weight for Ellglifl {l ;:de asted A
Resident #18 was recorded as 110.3 Ibs. on erortof docomted
12/7/08 and 102.8 Ibs. on 1/6/09. This was a o dines will bo ooy o at th
weight {oss of 7.5 Ibs. or 6.79% in one month. ﬁcﬂlil‘l]fgs w uali prosen ©
The faciiity failed to reweigh according fo it's meei :"S?m d Wﬁ asi ;‘_’Zl:ic:m will
policy. be planned and implemented if
the committee deems it necessary. Ha7-2 9
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F 281/ Continued From page 13 F281( 483.20(k)(3)(i) COMPREHENSIVE
5. Resident #10 had diagnoses that included CARE PLANS (See Previous Page)

* | advanced dementia, hypertension and diabetes
mellitus. On 6/10/08 Resident #10's weight was
recorded as 122.9 and on 7/8/08 the weight was
recorded as 107.4, a 15.5 Ib. weight loss in one
manth. There was no evidence that a reweigh
had been done.

The clinical record revealed that from 7/16/08
through 8/10/08 Resident #10 was on weekly
weights. Despite variances in weight of 5 or more : i
ibs during this time period there was no evidence :
that reweighs had been done.
Findings for all examples regarding the tack of u
reweighs were confirmed with administrative staff
at the informational exit meeting on 2/17/09.
Transcription Errors: . |
6. The facility failed to properly transcribe a S o P
physician’s order onto the Médication '

Administration Record (MAR) in 1/09 for Resident
#17. On 1/7/09, the physician order increased
the dose of the anti depressant medication. The

| dosage was written over in pen on the 1/09 MAR
changing the dose from 30 to 60 mgs.

According to the Nursing Practice Manual, the
University of Connecticut Health Center, ast
revised on 12/07, regarding transcription of
physician orders, "Medication orders are to be
transcribed exactly as written in the order. .. If
there is a change to a medication order, highlight
the original order and transcribe the new
medication order”.

During an interview on 2/12/09, the Director of
Nursing confirmed that the anti-depressant
medication ordered on 1/7/09 was not properly
transcribed onto the 1/09 MAR.

7. Review of Resident #10's clinical record
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F 281 Continued From page 14 F 281/ 483.20(k)(3)(i) COMPREHENSIVE
revealed that she had sustained a skin tear to her CARE PLANS (See Previous Page)
right lower extremity on 12/2/08. Review: of the
treatment administration record from 12/2/08
through 12/7/08 indicated that the area was being
cleansed with normal saline, followed with
bacitracin cintment and a non-adherent dressing
and gauze.
Review of the physician's order sheet (POS)
lacked evidence of a written order for this
treatment. During an interview with RN #2 on
2/12/09, she stated that she had received a i
verbal order from the Nurse Practitioner but faited ;
to transcribe it onto the POS. ;
"Once received, verbal orders must be
transcribed as a written order..." N
(http-iwww.ismp.org/Newslettersfacutecarefarticl ! ) '
esf20010124.asp?ptr=y) 483.25 QUALITY OF CARE

~ F 309 483.25 QUALITY OF CARE F 309 |
$$=D ' 1. Resident # 9°s orders were

- | other documents as indicated, it was determined

'mental, and psychosocial well-being, in

by:

for 2 (Residents #9 and #12) out of 24 sampled

Each resident must receive and the facility must
provide the necessary care and services fo attain
or maintain the highest practicable physical,

accordance with the comprehensive assessment
and plan of care. .

This REQUIREMENT is not met as evidenced
Based on record review, interview, and review of

that the facifity failed fo provide the necessary
care and services o attain or maintain the highest
practicable physical well-being in accordance with
the comprehensive assessment and plan of care

transcribed correctly 1/1/09. The
resident suffered no ill effect
from the additional dose. The
Physician was made aware
2/20/09.

2. Medication orders for all
residents must be written and
transcribed exactly as ordered.
Resident orders and MAR’s will
be checked to determine if other
residents have been affected.

3. All Licensed staff will be _
inserviced by 4/17/09 regarding
proper transcription of
medication orders.

-0

2,20—0 "’?

Y.ij-09

H11-09
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F 309 | Continued From page 15 F 309! 483.25 QUALITY OF CARE
residents. The facility failed to foliow physician's (oontinued) ' -
orders for the administration of Humira . o . .
(antirheumatic) resulting in Resident #9 receiving 4. T[_le Dlrf’»‘:t‘)f of Nursing/designee
one exira dose. The facility failed to ensure that - will review a random sample of
Resident #12's plan of care requiring a two resident records and MAR/TAR.
person assist with a stand up lift was followed. and review them for accuracy
Resident #12 was transferred by one person weekly X 4. th thly x 2
utitizing a stand up lift which resulted in a fall with weekly A 4, then monthly x 2.
contusions of the face and head. Findings AHY erfors or ornissions will be
include: immediately corrected and all
+ Resid 40 had di that included findings will be documented. A
. Residen ad diagnoses that include e : "
theumatoid arthritis and dementia, Resident #9 ;ﬁ;ﬁ of @E%ocmn ntfdd h
had a physician's order, dated 11/13/08 to 5 - _gs w1 X © presenied at the
receive, "Humira 40 mg subcutaneously every ! facilities quality assurance
other Friday." ‘ meetings and further actions will
Revi f the MAR led that Resident #9 had be planned and implemented if
.| Review of the reveaied that Resident: a e commi :
received the Humira on 12/19/08. The next dose the co tee deems it 447 09
was administered on 12/27/08, eight days later hecessary.
and then again on 1/2/09. The facility failed to -
follow physician's orders for the administration of Resident # 12 is being transferred
the Humira and instead gave it for 3 consecutive safely according to facility
weeks. policy. CNA #4 was
Findings were confirmed with the Director of immediately counseled on proper
Nursing on 2/9/09. transfer techniques. She has since
2. Resident # 12 had diagnoses that included resigned (7/31/08). Y.[1-09
advanced Multiple Sclerosis, dementia, 2. A review of all residents who are
ambulatory dysfunction and neurogenic bladder. ist in trans
According to Resident #12's annual MDS dated a FWO person assist in fer
4/8/08 and quarterly MDS dated 7/21/08, this will be conducted to ensure that
resident’s cognitive skills for daily decision the staff is aware of which
'{ making were “moderately impaired-decisions residents are two person assist. Y-11-04
poor; cues/supervision required”. Resident #12
was totally dependent upon staff for all activities
of daily living (ADLs). Resident #12 had functional
limitations in range of motion on both sides of the
legs and feet and full loss of voluntary -
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- F 309 Continued From page 16 F309| 48325 QUALITY OF CARE
movements. Resident #12 needed physical (continued) .
support while standing, he was lifted mechanically
for transfers (use of a mechanical device known . R
as stand up lift) and used the wheelchair when 3. _Al[ nursing staff will be ]
sifting out of bed. ' inserviced by 4/17/09 regarding
. proper transfer techniques, the
The facility established a care plan on resident's ' resident care profile, and care
problem for "Potential for falls R/T (related to) : N
decreased strength and endurance dated 1 4 g‘lhantajp P:ﬁches' 1 ew a H-17 L
4/12/06. The latest quarterly reviews were dated . ¢ Ut Manager m, review
4/1/08 and 7/22/08. The facility's approaches 1o random sample of resident ;
this care plan included "Provide assist of 2 for records, care plans, and resident !
transfers”, “bilateral 1/2 upper siderails as care profiles and will observe i
enabler” and "Stand-up Wit for transfers™ ' transfer for policy compliance. :
A nurse's note dated 5/19/08 stated, " Any discrepancies will be ;
Resident..._complains of hitting his head from his resolved and documented. A :
--| fall, able to move all extremities without much - - report of the documented
| difficulty——Resident was found faying on (R) side findings will be presented at the
on the floor...(name of Nurse Practitioner) and facilities quality assurance
ordered to send resident out to {(name of tospital) ' . . a1
for eval. (evaluation);...was pickup by ambulance meetings and ﬁ{rther actlon_s ‘_mu
at11:10 PM." be planned and implemented if
the committee deems it
Review of the facility's investigation report, dated necessary. Y.17-0 q
5/19/08, revealed that Resident #12 was ‘
transferred to bed by a CNA, without the i
assistance of another CNA when using the ?
stand-up lift as per facility protocol. During
Resident #12's transfer to bed with a stand up lift,
she (CNA #4) “placed resident on side of bed;
after she removed the lift, he fell (slid) to the
floor™ In an interview with LPN #5 on 2/17/09, T .
i she confirmed that CNA #4 transferred Resident | - . - B
i #12 to bed alone while using a stand up lift. She
j did not follow the facility protocol and resident's
| care plan to provide assist of 2 when transferring
with a stand up lift. Additionally, a Therapy
Screening post fall dated 5/19/08, stated that I
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Resident #12 slipped from the edge of the bed (See Previous Page) -
after transfer as a “result of poor bed positicning." | -
i
Resident #12 returned to the facility from the
hospitaf on 5/20/08 at 4:30 AM with a diagnosis of :
face and head contusion, In addition, this resident 48325 (h)ACC]DENTS AND
complained of generalized pain, sustained bruise SUPERVISION
on the right hand and scraped his left and right ‘
leg. 1. Resident # 18’s alarm battery
F 323 483.25(h) ACCIDENTS AND SUPERVISION F 323 was replaced and seat belt
SS=D { -
* | The facifity must ensure that the resident fas?ened. Th¢ resident sufffered -
environment remains as free of accident hazards no ﬂ} effects. Alarm batteries are
as Is possible; and each resident receives : : routinely checked weekly, 2-12-09
adequate supervision and assistance devices to i 2. Those residents with battery
prevent accidents. powered alarming devices,
} B} including alarmed seat belts,
have been reviewed and all
alarms and seat belts are in
This REQUIREMENT is not met as evidenced working order and will be
by: niton staff every shift A7-0
Based upon observation, record review and 3 21(; O(t)(;/ed b_y fall ];y t‘fe i 47 "T
| interview, it was determined that the facility failed . o review of atiery
'| to provide an environment that was free from ~ powered devices, mc.ludmg
accident hazards as was possible for 3 alarmed seat belts, will be
(Residents #10, #12 and #18) out of 24 sampled completed. Weekly battery
residents. The facility failed to ensure that an checks and Q shift alarm checks
assistive device was properly positioned which . . :
resulted in a skin tear for Resident #10. The : will be placed on the MAR‘ vy - 417-99
facility failed to properly transfer Resident #12 4. The Unit Manager/designee will '
resulting in a injured right 5th toe. The facility do random checks of alarms and
__{ failed to use an alarming seatbelt to reduce 3 fail seat belts for function weekly X
risk for Resident #18 when she was seated in a 4. then .‘mohthly X 2 and report
i-chair. Findings include: ?
geri-chair. Findings include results through the QA
1. Resident #18 had diagnoses including committee, Further actions will
advanced dementia, stroke, osteoporosis and a be planned and implemented if :
past history of a fractured femur. An annual the commitiee deems it necessary. 17294
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Minimum Data Set (MDS) assessment, dated SUPERVISION (continued)-
10/9/08, and a quarterly MDS assessment, dated Pmeme -
1/5/09, both coded Resident #18 as total . PP .
dependence in transfer and locomotion on and off 1. Resident # 12 s nail has re-grown 3-17-09
the unit. Additionally, both MDS's noted that with no fangal infection. No
walking in room and corridor did not occur and further physician orders. CNA #3 '
the test for standing and sitting balance was was inserviced 3/22/09. 3-27-69
unable to be attempted without physical help for © 2. FEach resident’s transfer status
fesident #18. . o .
will be reviewed for accuracy at
A 2/12/09 observation revealed that Resident #18 | least quarterly and PRN as part
was sitting in a geri-chair with the alarming seat : of the care plan process. Staff
belt unfastened and the alarm not sounding. LPN ; will be educated on the status and -
#3 confirmed that Resident #18 was to have the | ; - " oY
alarming seatbelt fastened at afl times when in i transfer t.gchmque. . i 41701
the geri-chair. i 3. fl&ll Nl,.lrsmg staff will be
‘ inserviced by 4/17/09 related to | o

LPN #3 confirmed that Resident #18's seatbelt I - proper transfer teChniques. ‘ .f 7-*3‘]'
was not fastened and he fastened it. LPN #3 ' 4. The Staff Developer will do
found the base of the alarm at the nurses' station _ .
which had no batteries in it. LPN #3 stated that he random observations of transfers
would obtain batteries for the alarm and reattach on each shift and teport findings
it through the QA committee.
The facility failed to ensure that devices were F di er ?ctlons ‘gﬂtl.tl;le planned
functioning to reduce accident hazards for and implemented 1f the ;
Resident #18. committee deems it necessary. 4-11-09

2. Cross-refer to F309, example #2

Resident #12 had diagnoses that included
multiple sclerosis. Resident #12 was assessed for
potential for falls related to decreased strength
and endurance, tofal care, impaired mobility and |
alteration in comfort related to pain.-Resident #12 -
was totally dependent for transfers toffrom bed,
chair, wheelchair and standing position. Resident
#12 needed a 2 person physical assist with stand
up fift for transfers.
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F 323 | Continued From page 19 F 323| 483.25(h)ACCIDENTS AND
Review of Resident #12's clinical record revealed SUPERVISION (continued)

the following sequence of events:
1. Resident # 10°s skin tear has

A 10/7/08 nurse's note stated, "Notified by CNA resolved i-11-29
taking care of resident that resident's (r) little toe M .
nail was bleeding. Upon entering resident's Rm 2. E‘.‘Ch resident’s transfer status
(room} resident's toe was bleeding and nail very will be reviewed for accuracy.
loose, almost falling off . site cleansed with nss Staff will be educated on the
(normal saline solution), bacitracin and CDD status and transfer technique. tf-{7-04
(clean dry dressing) applied. Resident unable to 3. All Nursing staff will be ; :
state whether he hit his little toe__". . X by 4-17-09related to i
A 10/7/08 nurses's note timed 2:00 PM stated, mserviced by 4-17-09relate ' 1.08
"Spoke to resident's CNA and he states that proper transfer techniques. Rl
resident probably hit his leg against the wall ! 4. The Staff Developer will do '
during transfer for his shower". random observations of

| The facility’s incident report and investigation ‘po smomng on.cach shift and ;

-| summary dated 2/10/09 reveated the following: - -j  report findings through the QA
Resident #12 “Bumped (r) 5th toe nail during {  committee. Further actions will
transfer and sustained "partial debridement of 5th . be planned and implemented if
(r) toenail”. the committee deems it '

necessary. §-1-29

According to CNA#3's written statement dated
2/6/08, he took Resident #12 “for shower and
during transfer his right leg got in contact with the
floor and his little toe started bleeding”.

According to LPN #4's undated written statement,
"CNA called me to (number of room) to help
transfer Res. {resident) from the shower chair to
his wic (wheel chair). During transfer, his (R) leg
got in contact with the fioor. CNA later reported
that his (R) little toe was bleeding. On
--assessment; I noticed the fittle toe (nail) was
loose and bleeding...".

Review of the facility's incident report and
investigation summary revealed that the
investigation was initiated on 2/6/09 (4 months

“ORM CMS-2567(02-99) Previous Versions Obsolete  EventID:RSEQ11 - Facifity #0: DEO010 - ) . ¥continuation sheet Page 20 of 54
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F 323 | Continued From page 20 F 323 483.25(h)ACCIDENTS AND

after the incident) and the summary of the
invesligation was signed by the DON on 2/10/09.--
a 4 month delay.

On 2/10/09 at approximately 1:35 PM., in an
interview with CNA#3 and LPN#4, they confirmed
that they failed fo use a stand up lift for transfer
consistent with this resident's ptan of care.
Instead they supported/stabilized him physically

while standing and performed a pivot turn
maneuver 1o transfer him to his wheelchair.
Resident #12's foot "got caught"” on the floor
during the procedure.

On 2/12/09, observation of stand up |ift with :
Resident #12 on 2/12/09 by LPN# 7 and CNA #7
revealed that this resident used a sneaker during

-t the transfer procedure. Resident #12 was placed |

in a standing position with sling both under his
arms. He was hunched over due to inability to
stand up straight.

3. Resident #10 was admitted to the facility on
1/7/08 and had diagnoses that included advanced |

dementia and ambulatory/ADL (activities of daily | -

living} dysfunction. The quarterly Minimum Data
Set (MDS) assessment, dated 9/16/08 indicated
this resident was totally dependent on facility staff
for transfers.

Review of an undated facility incident/accident
report revealed that the resident had sustained an
“approximate 8 cm x 6 cm" skin tear on 12/2/08 at
7:45 PM to her right lower leg while in the shower
room. The incident report stated that *.. 4 steri
strips were appfied. Unable o completely cover
skin tear with torn skin..." CNA #5's (certified
nurse’s aide) written statement, obtained by the

i

SUPERVISION (See Previous Page)
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F 323| Continued From page 21 F 323 483.25(]1)ACCH)ENTS AND
facility, was not cléar as to the sequence of SUPERVISION (See Previeus Page)
events.leading fo the skin fear. CNA #5 was not o
available to be interviewed.
The facility's incident report investigation
summary, dated 12/10/08 indicated that the
“resident sustained injury while transferring from
wheelchair to shower chair. Staff inserviced on
proper transfer technique...
Interview with the facility staff development nurse, )
who conducted the inservice with CNA #5_ on
2/17109 at 11:15 AM revealed that CNA #5 failed
to properly position the wheelchair leg rests while
providing care. She stated that CNA #5 left the : !
leg rests in the opened position facing forward, ‘ .
instead of folded back. She also stated that when 483.25 (HONUTRITION !
1 the resident went-o sit back in the wheeichair; | ' T . i
she hit her lower leg on the leg rest causing the 1. Resident # 11 continues with ,
skin tear. The facility failed to ensure that - weekly weights; her weight has |
assistance devices were properly positioned to ’ :
prevent accident hazards. ﬂ-uc%atedabut has not decreased |
F 325 483.25(i) NUTRITION Fags|  Sigmificantly. She was recently !
SS=G hospitalized and returned on :
Based on a resident's comprehensive 4/13/09 with possible colon
assessment, the facitity must ensure that a cancer and failure to thrive and
resident - . .
(1) Maintains acceptable parameters of nutritional as of 4/1___4{09 s on hggp 1ee. 17-09
status, such as body weight and protein levels, 2. Each resident’s nuiritional status
uniess the resident’s cfinical condition : .
demonstrates that this is not possible; and 15 mor.utqrelfi by the .
{2} Receives a therapeutic diet when there is a Interdisciplinary Team daily,
. _|.autritional problem. including meal and supplement
o B consumption. Residents weights
have been reviewed to identify
that appropriate interventions are ,
This REQUIREMENT is not met as evidenced in place. SRR
i by:
!
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F 325 | Continued From page 22 F 325 483.25()NUTRITION (continued) -

Based on record review, review of facility policy, - '

observations and interviews; it was-determined |~ - 3. Resident’s are weighed.at least

that the facility failed to maintain acceptable . 'ﬁ q

parameters of nutritional status, such as body :inonthly > more uently as

weight and/or protein levels for four (4) residents etem.lm-ed'by the

(Residents #2, #9, #11 and #13) out of 24 Interdisciplinary Care Team. A

sampled residents. The facility failed to monitor ~ weight change of 5 pounds

weight, meal and supplement consumption, failed
to follow the reweigh policy, failed to revise the

care plan, failed to notify the Registered Diefifian P
(RD) and physician (MD) of the severe weight

loss sustained by Resident #11. The facility also
fafled to identify the insidious weight loss : ,
sustained by Resident#11. Since admissionin | i
3/24/08 Resident #11 lost a fotal of 27 Ibs. or 21% I i
in 9 months which included two periods of severe

facility {8.4%) and another one two months fater -
(8.8% in 3 months). The facility failed to
administer ProSource, a protein supplement, and
failed to have documented evidence of having
provided a bedtime snack to Resident #9 who
had a poor nutritional status. The facility failed to
identify that Resident #2 had a significant weight
loss of 7.5 Ibs.or 5.36% in one month and failed

failed to accurately assess Resident #13's weight
status and complete monthly weights as per
policy. Findings include:

The facility's policies entitled "Weight Team",
“Weekly Weights™, "Nutrition" and “Aspiration
Precautions” were reviewed. h

1. Cross refer to F157 example #2, F279
example #4, and F 281 example #1.

Resident #11 was admitted to the facility on
3/24/08 with diagnoses that included depression,

weight loss occurring during her first month at the o 4

to reweigh according to facility policy. The facility 1.

Cross refer to F281 examples #1 through #5 2.

requires a re-weigh (3 pounds if a
resident weighs 100 pounds or
less) and notification of the Unit
Manager (UM)/designee. The
UM/designee will notify the
Registered Dietitian (RD) of the
change. ' 1470
The RD will track resident’s that :
have significant weight loss and
interventions attempted. Those
residents will be discussed at the
weekly High Risk meeting and
be reported through the QA
commitiee, 4-17-09

Resident # 9°s order for 30 m}
Pro Source T.LD. has been
transcribed correctly onto the
M.AR. is being given as ordered, | {-1~09
MAR’s and TAR’s will be
reviewed for accuracy.
Medication orders for all
residents must be written and
transcribed exactly as ordered.
Any errors or omissions will be
immediately corrected and all

- findings will be documented, H-11-09
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f F 325 giog:mu;d From .;)-age:l 23rt o oertonc F325 483.25(1)N{ ITRITION (continued)
eea, congestive heart failure, hypertension E . o ain
and_anemia, .however, dementia was not 3. ful Llf:ensed staff will be .
included. According to Resident #11's admission i wnserviced by 4/17/09 regarding
MDS assessment dated 4/7/08, this resident* s : proper transcription of .
cognitive skills for daily decision-making were medication orders, H.{1-09
“moderately impaired-decisions poor; . . : . .
cues/supervision required”. Resident #11 was Th;.; Dﬂfactor oflgursmg/ deflgnf?e i
non-ambulatory, required extensive assistance for wi . Teview a random sample o
personal hygiene and bathing, and no physical resident records and MAR/TAR g
help with eating. Resident #11 had no indicators and review them for accuracy ;
of depression, anxiety/sad mood and/or weekly X 4, then monthly x 2. A |
behavioral symptoms. Resident #11's admission report of the documented |
weight was 123 .4 Ibs. ] . I
N i findings will be presented at the |
1 According to Resident #11's Nutritional ! facilities quality assurance
| Assessment dated 3/26/08, her usual body weight | meetings and further actions will !
was 124.0 and Resident #11 was on a be planned and implemented if . .
- Mechanical soft diet with NAS (no added salf). it | littee ¢ .
stated that Resident #11 was offered ice cream the co ftee deems it i4-17-09
for supplementat moming and aftemnoon snack, necessary. :
however, no documentation could be found inthe ‘ '
{ resident ' s clinical record to show that she - Resident # 9°s Ham and Cheese
actually received and consumed the ice cream. Sandwich will be noted on the
| The 4/15/08 Nutritional Progress notes stated MAR and staff will document 24709
that Resident #11's weight declined to 117.1 1, a percent ‘{ODS“,mEd- . :
-| significant weight loss of 6.3 Ibs (5.5%) in 3 2. Each resident’s nutritional status
weeks since admission. According to the dietary is monitored by the
notes, this resident had a more or less 50% meal [nterdisciplinary Team dai-ly
completion and was also provided an ice cream . . e
snack twice a day, although there was no tncluding -meal and sup P len‘.lent
. | documentation that she received the snack. consumption. -Remdentz_s welghts
There was also no documentation in the 4/15/08 | have been reviewed to identify -
- | progress note that a reweight was done, nor was that appropriate interventions are
this documented on the Weight Flow Sheet. This in place Y.j7-09
significant weight loss required a re-weight with = )
verification by a nurse per facility policy. Ensure
Plus supplement TID {three times a day) with the
medication pass was added.
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' On 4/25/08 Resident #11's Weight Fiow Sheet | - 3. The Nutrition policy has been
showed that her weight was down to 113.5 Ibs, a clarified to differentiate between
severe weight loss of 9.9 Ibs. or 8.4% in 1 month., supplements used specifically to
There was no Nutritional Progress note to aid in improving overall
address the 1 month severe weight loss. There tritional od t
was no re-weight documented and verified by the nutritional status as opposed to
| nurse. There was no documented evidence that _ foods provided to maintain or
the dietitian/physician/family were notified. In improve quality of life.
addition, the facility failed to develop a care plan ~ Supplements used specifically to
with interventions for this severe weight loss. | aidin improving overall
i .- . .
On 6/11/08, Resident #11's weight declined to - Duinitional status will be listed on |
112.5 Ibs, a severe weight loss of 10.9 Ibs or f the MAR and notation by the '
8.8% in 3 months. There was no record of a Licensed staff will document
re-weight. According to the dietary note percent consumed. H-47-09
assessment dated 6/25/08, this resident's meal s TY: it : .
- | completion was 50-75%. Resident #11 wasalso | =~ | 4 The Registered Dietitian or
on Ensure Plus TID and ice cream snacks BID designee will review a random
{twice a day) at that time. It stated that the : sample of resident records and
resident continued to feed her self. MAR and review them weekly X |
: 4, then monthly x 2. A report of
Review of Resident #11 * s Medication - : .
Administration Records revealed that she usually the documented ﬁnfh‘n‘gs will be
consumed all of the Ensure Plus, however there presented at the facilities quality
was no documentation to show that she received assurance meetings and further
and consumed the ice cream from when it was actions will be planned and
ordered in 3/08 until it was discontinued in 8/08. implemented if the committee
In an interview with the facility ' s Dietary ’ .
Technician (DT) she stated that she or the RD deems it necessary. 1709
talk to nursing staff to find out if a resident is :
consuming an ordered snack, but the amount
consumed is nof documented. Hence, the facifity-|- - - :
had no system to monitor the resident ' s o
consumption and the effectiveness of the
interventions.
A significant change in status MDS assessment
was done on 7/7/08. According to this
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assessment, Resident #11's cognitive skills for B -
dally decision making improved from being 1. Resident # 9’s, #2 & #13°s
moderately impaired to "modified weight is bei > itored
independence-some difficully in new situations ight is cing mont per
only"and she now required extensive assistance facility policy. H-{1-39
with all other activities of daily fiving (ADLs). 2. Each resident’s nutritional status -
Resident #11 had a weight changefloss and is monitored by the
needed "supervision-oversight, encouragement or Interdisciplinary Team daily,
cueing” while eating with one person/staff assist. including meal and ) i t
However, the facility still had not developed an including mea: and supplemen
individualized care plan for this resident to reflect | consumption. Residents weights ,
the weight loss problem and to address goals and | have been reviewed to identify
ather approaches to be provided to meet her | that appropriate interventions are | -
needs. in place. y4.17-04
On 7/28/08, Resident #11 weighed 108.8 Ibs as 3. Resident’s are weighed at least
per a dietary note dated 7/30/08. This weight was monthly; more frequently as
not documented on.the Weight Flowsheet. determined by the =~ =~ =~
The 8/22/08, Nutritional P Note stated Interdisciplinary Care Team. A
e . Nufritional Progress Note state .
that the Resident #11 was being followed by Welg.h t change 9f5 pounds .
Speech Therapy and diet was downgraded to requires a reweigh (3 pounds if a
puree consistency with thick pudding liquids resident weighs 100 pounds or
secondary to “Aspiration Precautions". The ice less) and notification of the
cream snack was discontinued and Ensure i UM/designee. The UM/designee
udding was added. Despite this evaluation and . . _
ghanges of diet consistencies, the facility failed to Wﬂl notlfy'the RD of fhe cl,lange. H-1-s 1
develop a care plan and failed to address the 4. The RD will track resident’s that
resident's need for supervision and have significant weight loss and
assistance/cueing/at all meals. Despite the interventions attempted. Those
aspiration precautions, review of Resident #11' s residents will be discussed at the
ADL Flowsheet dated 9/08, revealed that she ate . . .
independently for 18 of 26 days for that month. o weekly High Risk meetingand |
(She was Kiospitalized toward the end of the be reported through the QA _
month.) commitice. Y-i7-09

On 9/4/08, Resident #11 weighed 104.6 Ibs. A
Physician's recertification assessment dated
9/5/08, indicated that the resident was still losing
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weight and the antidepressant Remeron 7.5 mg {See Previous Page) -

| Plus and will add Magic Cup (nutritional - - -- -

by mouth (po) for 7 days and then 15 mg. po
every day was prescribed. In an interview with the
physician on 2/11/09, she confirmed that the
Remeron was prescribed both for depression and
as an appetite stimulant. -

A dietary progress note, dated 9/25/08, stated
that Resident #11 “experienced a 7.5% weight
loss x 3 months and a 17.9% weight loss in 6 i
months"; “feed self with set-up assistance", ;
however, in an interview with RN #1 {Unit
Manager) on 2/17/09 she stated that the resident
will feed herself, but does need help. The
progress note also stated that "current meal
completions fluctuate 25%-75%": "resident was
not taking Ensure Plus"; "will discontinue Ensure |

supplement) TID with meals to aid in stability fo
increase po intake”. Review of Resident #11 ' s
MAR dated 9/08 revealed that she was
consuming 100% of the Ensure Plus most of the
time. When the DT was asked why she wrote
that the resident was not taking the supplement
when the MAR indicated that she was, she stated
that she usually talks to nursing staff to find out
what a resident is taking rather than relying on the
MAR. When asked about the accuracy of the
MAR in regards to supplements, she stated that
they are working on a better system to identify
how much supplement a resident is consurming.
The facility failed to have a system in place to
monitor the resident * s consumption of
supplements. .

Resident #11 was hospitalized from 9/27/08
through 10/1/08 for a hip fracture repair after a
fall. On 9/22/08. prior to hospitalization, Resident
#11 weighed 105.3 Ibs. Re-admission weight on
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10/2/08 was 104.8 lbs. (See Previous Page) -

A physician ' s recertification/progress note dated
10/23/08, listed dementia as a diagnosis. This
was the first fime that this diagnosis was
documented, however Resident #1141 's quarterly
MDS assessment continued to show that her
cognitive skills had improved from the time she
was admitted.

Review of the facility ' s policy and procedure
entitled, " Nutrition * revealed the following i
statement: " After 3 days of less than 150% tota!
intake for the day the following will be notified by
the Unit Manager and or dietitian; .
1. Physician

2. Responsible Party

3. Dietary Depariment" - - - : - T
Resident #11° s ADL sheets were reviewed for
10/08 and 11/08. From 10/15/08 through
10/18/08, she consumed less than 150% of her
meals. Additionally, from 11/2/08 through
11/11/08, she also consumed less than 150% of
her meals. There was no evidence that the
physician or responsible party were notified that
she was eafing less. Review of Resident #11°'s
Weight Flow Sheet revealed that she experienced
a 6 pound weight loss from 11/3/08 to 12/1/08
which represented a severe weight loss of 5.7%.
However, there were no nutritional progress notes
since 10/2/08 until 12/1/08 that made note of the
resident ' s decrease in meal consumption and
the care plan failed to be updated to reflect this
change. During an interview with the RD on
2/11/09 she was asked when the care plans were
revised to include new interventions after a
change in nutritional status. She stated that this
was done after care plan meetings. Resident #11
's next care plan meeting after this change was
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-any individualized interventions that specifically

not until 1/15/09. Review of her care plan lacked

addressed the resident ' s weight loss and
decreased appetite. :
In addition, when Resident #11 ' s weight dropped |
from 104.8 on 11/3/08 to 98.8 on 12/1/08, no
reweight was done for this variance of 6 ibs
weight loss under 100 ibs as per facility's

instruction on the Weight Flow Sheet. ]

The 12/17/08 dietary note identified that Resident
#11's current meal completion fluciuated i
25-100% with mostly 50-75%. Supercereal was
added to breakfast meals. Review of the 11/08
and 12/08 MAR ' s (Medication Administration
Record) regarding Magic Cup supplemental
consumption with meals failed to show the

i
I
]

.| percentage of the Magic Cup consumption.

1 During an interview with the RD she stated that

since the Magic Cup comes with meals, the
amount consumed is just included in the total for
the whole meal.

A Nutritional Assessment completed by the RD
on 1/02/09 stated, "nursing report that resident
feeds self, however, if she is fed, she'll take more
in. RD recommended to make resident a feeder
and encourage po intake". There was no care
plan to address this intervention.

Resident #11 was observed on 2/5/09 at
approximately 8:30 AM eating breakfast alone in
her room contrary to the recommendation by the
RD to make resident a feeder. The bed was
positioned with the left side to the wall and her
back to the doorway and she could not readily be
observed from the hallway/door while eating in
the room. Resident #11 took only a couple of
spoons of the pureed food. Resident was more

(See Previous Page) -
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engrossed in watching TV rather than eating. (See Previous Page)

|| no reweight was done for this variance of 4.3 lbs

{ She also stated that there was no clinical

The meal tray was incorrectly served to the
resident with unthickened coffee. RN #1 came in
the room at approxitmately 8:40 AM, and was
shown the unthickened coffee. RN #1 confirmed
the unthickenad coffee and remained in Resident
#11's room to assist and feed her.

Additionally, on 2/5/09, and prior to the time
above, it was observed that CNA #1 went in this
resident’s room twice for a few seconds but did
not stay. In an interview with CNA #1 on 2/5/09 at
2:00 PM, she stated that this resident fed herself,
saw her eating and she did not stay. CNA #1 also
stated that she did not know that Resident #11
was on Aspiration Precautions.

On 1/7/09 Resident #11 wéighed 94 0 Ibs. Again

weight loss, under 100 Ibs. There was no dietary
progress note to address this weight loss and no
documented evidence to support that the
physician was notified of this 10.8 Ibs (10%)
weight loss for 3 months since re-admission from
the hospital. In an interview with the RD on
2/9/09, she confirmed that the physician had not
been notified in a timely manner.

In an interview with the resident's attending
physician on 2/11/09 at approximately 1:55 PM,
she stated that the resident should have been
reweighed for the 94 Ibs. weight for accuracy.

condition as to why she was losing weight. This
was dementia related and she needed to be
encouraged.

In summary, review of Resident #11's clinical
record showed an insidious (gradual) weight loss
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from 6/11/08 through 2/4/09. Dietary progress (See Previous Page) -

notes from 5/08 through 12/08 incorrectly
documented that the weights were stable during
this assessment period and faited to identify this
insidious weight loss. Resident #11 had a total
weight loss of 27 Ibs. or 21% since admission.
She experienced a severe weight loss of 8.4% -
the first month in the facility, 8.8% after 3 months
and 17.9% 6 months after her admission. The
facility failed to have a system in place that
included the analysis of recorded meals and all
supplements consumed.

2a. Resident #9 was re-admitted post
hospitalization on 11/13/08 with diagnoses that
included fever and urosepsis {bloodstream
infection from a urinary tract infection). Review of
the hospitals’ "chemistry profile," dated 11/7/08
revealed Resident #9's resuits as follows: Total
Protein=4.5 (reference: 6.1-8.3 G/DLY;
Albumin=2.2 (reference: 3.8-5.1G/DL): and
Prealbumin=15 (reference: 17-42 mg/bL). These

"| three blood tests indicated that Resident #9's

nutritional status was poor.

On 11/14/08, a physician's order was written for
the resident to receive, "30 mi {milliliter)
ProSource TID (three times daily) @ med pass."
The facility failed to transcribe the order onto the
medication administration record {(MAR). A 24
hour chart check, dated 11/15/08 was signed off
as having been completed by the 11 PM -7 AM
shift. The 24 hour chart check indicated that all
physician’s orders written in the preceding 24

| hours had been reviewed. Despite this review, the

facility failed to identify that the order had not
been transcribed onfo the MAR.

Review of MARs from 11/14/08 through 2/8/09
tacked evidence that the ProSource had been

i

i
i
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1| 2b. Review of Resident #9's nutrition note, dated

-, | to increase the resident's oral intake.-Aithough a
dietary communication slip was submitied, the

-| she stated no, she would ask the day shift CNAs.

Continued From page 31

administered as ordered. The facility failed to
administer ProSource for approximately three
months or a total of 260 doses. Review of the
clinical record indicated that no further laboratory
tests for total protein, albumin and prealbumin
had been ordered.

During an interview with the Registered Diefitian
(RD) on 2/9/09 at 12:15 PM, she confirmed that
when ProSource is ordered it shouid be
documented on the MAR. On 2/12/09 at 10 AM,
the RD confirmed the findings and stated, “|

assumed the orders were implemented."
|

12/6/08 indicated that a ham and cheese
sandwich would be ordered for a bedtime snack

facility failed to transcribe an order onto the
physician's order sheet.

Review of the dietary nourishment list included
the sandwich at bedfime for Resident #9,
however review of medication administration
records from 12/7/08 through 2/9/09 lacked
documented evidence that the snack had been
provided and consumed. During an interview with
the Registered Dietitian on 2/9/09 at 12:15 PM
when asked how she verifies that the snack is
given and consumed, she stated that she would
ask the Certified Nurse's Aides (CNA). When
asked if she spoke with the evening shift CNAs,

When questioned how the day CNAs would know
this, she stated they would tell each other in
report.

2c. Resident #9 had diagnoses that included
dementia, stroke x 2 and depression. The

F 325! 483.25(i)NUTRITION

(See Previous Page)
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residents’ 4/28/08 weight was recorded as 111.6 (See Previous Page)
and 106.2 on 5/28/08. Thiswasa 5.4 b weight ;

loss in one month. There was no evidence of a
reweigh,

On 1/27/08 Resident #9's weight was recorded as
112.3. A weekiy weight on 2/2/09 was recorded
as 124.2 with a notation, “new chair need
reweigh."” The facility did not reweigh the resident
untit 2/10/09, eight days later.

During an interview with the Registered Dietitian
on 2/9/09, she stated that reweighs should be
completed within 24 to 48 hours of the initial
weight.
1 3. Resident #2 had diagnoses that included i
dysphagia, stroke and dementia. The residents' .
9/08 monthly weight was recorded as 139.7 Ibs. _ :
-; and the 10/08 monthly weight was 132.2 Ibs. This :

| was a 7.5 Ib. or 5.36 % weight loss in one month. S
The facility failed to identify this significant weight
loss and reweigh according to it's policy. .

4a. Review of Resident #13's Nutritional Progress
note, dated 10/28/08, inaccurately documented
weights for 4/08 and 7/08 which were actually
2007 weights. This led fo additional inaccurate
documentation, "20% weight (loss) in 3 months
and 24.3% weight (loss) in six month {sic) are
significant changes".

4b. Additionally, there was no monthly weight
recorded for Resident #13 during 8/08.

The facility failed to accurately document
Resident #13's weight status in the 10/28/08 ,
quarterly Nutriional Progréss note and failed to
document a monthly weight in 8/08. in an
interview on 2/10/09, the Registered Dietician
(RD} confirmed the errors noted above and the
lack of a monthly weight for 8/08. 483.25(k)SPECIAL NEEDS
F 328 | 483.25(k) SPECIAL NEEDS F328) (See Following Page)
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The facility must ensure that residents feceive 1. Resident #21°s nails were trimmed - |3.23.09
proper treatment and care for the following .. ’
special services: on 3/23/09 by the Podiatrist. 7
Injections; Resident #7°s nails were trimmed  |2-12-=9
Parenteral and enteral fluids: on 2/12/09 by the Podiatrist. H
Colostomy, ureterostomy, or ileostormy care: Resident #16°s nails were timmed ~ [3-/7-04
Tracheostomy care; by the Wound Care Nurse on #Zo
Tracheal suctioning; 3/17/09. Resident #20°s nails were  |3-5-09
Respiratory care; . trimmed on 3/5/09 by the Podiatrist. | #/
Foot care; and i Resident #14°s nails were trimmed ~ [2-/2-°9
Prostheses. ' on 2/12/09 by the Podiatrist.

‘| This REQUIREMENT is not met as evidenced

by:

.| Based on observation, record review and ;
| Interview it was determined that the facility falled |
to ensure that 5 (Residents #7, #14, #16, #20 and |
#21) out of 24 sampled residents received proper |

foot care. Additionally, based on observation and
staff interview, it was determined that the facility
failed to ensure that respiratory equipment
(concentrators} was maintained in a clean
manner for 6 (Residents #1, #6, and SS#33
through SS#36). Findings include:

1. Resident #21 was admitted to the facility on
2/2/05 and had diagnoses that included gout,

peripheral vascular disease and diabetes mellitus.

The care plan, dated 7/18/08 and entitled,
“Potential for uncontrolled blood sugars refated to
diabetes melfitus,” included the approaches,

" "--:close altention to feet...Podiatry consulis as

needed..." The 2/09 monthly physician's order
sheet stated, "Podiatry management as needed.”

Resident #21°s clinical record revealed a signed
consent, dated 6/24/08 for the authorization of

Resident #14 continues with Lac- :

: Hydrin to her feet to moisturize her @ -
skin. 1799

2. The Wound Care Nurse completed a | ‘

- 100% audit of residents podiatry . |
needs. Podiatry care rendered as
necessary. Yy-11-0 ?

3. Residents will be assessed to
determine the type of foot care
required to meet their individual
needs. Routine foot care is provided
by the Nursing Department ualess
medically contra-indicated as
determined by the Physician and/or
the Podiatrist. The weekly skin
check sheets have been revised to
include assessment of toenails. The
Wound Care Nurse will
communicate with and inform the ™ |~
Podiatrist of any related resident

. needs_ Ll -1 1 -9 ‘j
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podiatry services with a new podiatry provider. 7 (conﬁnued) -
This-document stated that routine foot care o ‘
services (i.e. trimming of toenails) is done 4. The Wound Care Nurse/designee
"approximately every three months, and is an will track foot care via Skin Sheets
important part of patient care to prevent infection and communication with the
and amputation.” Record review reveaied that the " Podiatrist. Omissi .
" . , . sions will be
Ic?:ts ]ch)fg?try consult for Resident #21 had been immediately corrected and all
) findings will be documented. A
Observation of Resident #21's feet on 2/12/09 at re!)ort of the documented f'md ngs I
8:00 AM revealed thick, elongated toenails in will be presented at the facilities
need of trimming. During an interview with the quality assurance meetings and
| facility's wound care nurse on 2/12/09 at 11:00 further actions will be planned and
.| AM, she confirmed that there was no evidence implemented if the committee !
that Resident #21 had received any podiatry deems if necessary. tify 7o
services since 8/2/07, .
2. Resident #7 was admified to the facility on ] . ] .
o [10/6/07 with diagnoses thatincluded diabstes and] ~ ~ ] I: Residents #1, #6, #33, #34, #35,
{aphasia (inability to express oneself verbally). #36 have had Oxygen concentrator _ .
. | Review of the clinicai record revealed a signed filters cleaned or replaced. 31707
.| consent for podiatry services dated 10/6/07 but : Mai art
no documented visits from a podiatrist from 2. The i edtcnalagcot;dep dit ogl(i)t;las
10/6/07 to current. completed a 1097 audi
concentrators. Filters cleaned as .
Buring an interview with the Wound/Treatment , necessary. 7 ] 3 7j =1
nurse on 2/9/09, she stated that she was unsure 3. The Maintenance Department will
who had been trimming Resident #7's nails or ) ensure that Oxygen concentrator
monitoring his feet. A new consent was obtained . filters are cleaned or replaced as part
on 2/10/09 and Resident #7 was seen bya of the Preventive Maintenance
podiatrist on 2/12/09. program every two weeks. 4.i7-09

'| 3. Resident #16 was admitted to the facility on
- | 12/20/06 with diagnoses that included diabetes B et
and blindness. Review of the clinicaf record '
revealed a signed consent for podialry services
dated 12/21/06, with the last podiatry visit dated
517107.

During an interview with the Wound/Treatment
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nurse on 2/10/09 she stated that Resident #16's . ' -
grandson:trimmed the resident's nails. The facility- (contmue?d) L .
failed to ensure that trimming of the resident's toe The MaintenanceDirector/designee
nails were managed by a podiatrist to avoid foot will track filter cleaning/

-4 on 2110/09 and a new signed consent was

+ 5. Resident #14 was diagnosed with Down's

problems for this diabetic resident.

On 2/16/09 the Wound nurse stated that she was
unable to contact Resident #16's family for a new
consent and that she would be monitoring the
resident's feet untll a consent was obtained.

4. Review of Resident #20's clinical record

| revealed a signed consent for podiatry services
| dated 2/3/05, with the last podiatry visit dated

719/07. There were no documented podiatry
visits since 7/19/09 to current. These findings
were discussed with the WoundfTreatment nurse

obtained on 2/10/09, with a podiatry visit
scheduled later in 2/09.

Syndrome and dementia and was totally
dependent for grooming, personal hygiene and
bathing. Record review revealed a Podiatry
consent form, dated 1/26/06.

On 2/10/09, an interview with the
Treatment/Wound nurse revealed that the
consent was not current due fo change of
Podiatrists. A Podiatry note, dated 11/1 2107,
stated, "nails are long and becoming painful...
nails were debrided and this provided immediate
relief.” There was no evidence of any Podiatry
services since 11/12/07.

A physician's order, dated 5/13/08 stated,
"Podiatry consuit - mycotic (fungal infection)
nails™. On 2/10/09, an interview with LPN #6

~further actions will be planped and

replacement. Omissions will be
immediately corrected and all
findings will be documented. A
report of the documented findings
will be presented at the facilities
quality assurance meetings and !

implemented if the committee
deems it necessary.

o 1709
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confirmed the fack of the Podiatry consuilt. LPN (See Previous Page) .

not done”.

{o them.

#6 _stated that without a current consent, the :
Podiatry consult for Resident #14, "was probably

The facility failed to ensure that Resident #14 had
an updated Podiatry consent to provide services
to Resident #14 in a timely manner. in an
interview on 2/11/09, the Treatment/Wound nurse
stated that a verbal consent via telephone from
Resident #14's family was obtained and that the
Podiatrist would see her on 2/12/09.

LPN #1 confirmed the condition of Resident #14's |
feet and stated that she would apply some lotion |

On 2/9/09, in an interview, LPN #2 stated that the
Certified Nurse Aides (CNAs) file/cut Resident
#14's fingernails and that nurses can cut her

" | toenails. However, she advised checking with the
TreatmentWound nurse.

On 2/10/09, an observation of Resident #14's
toenails was made with the TreatmentWound
nurse. The TreatmentWound aurse confirmed

| Additionatly, the facility failed to provide personal |
hygiene and grooming tc Resident #14.

-1 A 1112/08 Nurses' note documented, “staff noted
. |.2nd L {left) toenail on the sheets" - :
On 2/8/09, an observation of Resident #14's
foenails was made with LPN #1. Toenails were
thick and the left 4th toenail was long and curved
downward. There was no open area on the left
2nd toe where the toenail had come off. The skin
on all of Resident #14's toes was dry, fiaky and
crusly in appearance.
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-would address foot concerns with the resident's

| resident, the facility must ensure that residents

Continued From page 37

this surveyors finding from 2/9/09. Additionally,
the skin between the 4th and 5th right toes was
white and macerated. The Treatment/Wound
nurse stated that the nurses would not be able to
cut the resident’s toenails since they do not have
the appropriate tools to cut such thick nails and

physician.

The facility failed to provide personal hygiene
related to foot care for Resident #14. On 2/10/09, |
an interview with the LPN #6 confirmed that
toenail and foot care needs for Resident #14 were
not being provided.

6. During a tour of the facility on 2/4/09, the
concentrator filters of Residents #1, #5, #33, #34,
#35, and #36 had a thick layer of dust. An
interview with the unit manager revealed that the
maintenance department was responsible for
replacing the filters.

483.25(1) UNNECESSARY DRUGS

Each resident's drug regimen must be free from
unnecessary drugs. An unnecessary drug is any
drug when used in excessive dose (including
duplicate therapy); or for excessive duration; or
without adequate monitoring; or without adequate
indications for its use; or in the presence of
adverse consequences which indicate the dose
should be reduced or discontinued: or any
combinations of the reasons above.

Based on a comprehensive assessment of a_

who have not used antipsychotic drugs are not
given these drugs unless antipsychotic drug
therapy is necessary to treat a specific condition
as diagnosed and documented in the clinical
record; and residents who use antipsychotic

F 328

F 329

48

3.25(k)SPECIAL NEEDS

(See Previous Page) -

483.25(1) 7
UNNECESSARY DRUGS

1.

Resident #9°s has not received
anticoagulant therapy since April
2008.

In April 2008, residents receiving
anti-coagulant therapy were
identified, as such, bya
fluorescent colored page in the
front of their medical record to
alert the staff .
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drugs receive gradual dose reductions, and UNNECESSARY DRUGS

behavioral interventions, unless clinically (conti'nuedg)i'

contraindicated, in an effort to discontinue these - .

drugs. 3. The facility policy has been

amended on 2/20/09 to state that |
any resident receiving Coumadin i
1

’i ' therapy will have a PT/INR
. _ _ f ' drawn weekly and the result
ijs REQUIREMENT is not met as evidenced i called t.0' the physician, unless ;
Based on record review, review of hospital ! | other.w_1se ordered by the i
records and interviews, it was determined that the ; | Physician. This policy was
4 facility failed to ensure that one (Resident #9) of provided to the survey team upon
24 sampled residents’ drug regim_efn was frge , request. 170w
from unnecessary drugs. Tt_le facility adm:mste_red 4. The Director ofNursing/d esignee |
2_dose§ of Lovenox {an a.m.hcoagular?t) after being _ will continue to monitor PT/IN A
. = discontinued by the physician and failed to - - /INR
" | adequately monitor Resident #9's PT/INR orders and results. A report of the
(Prothrombin Time/International Normalization i documented findings will be
' Rgtio—{neelsure blood coagulation) in o_rder o i presented at the facilities quality
1 minimize adverse consequences. Resident #0 assurance meetings and further

had been newly started on Coumadin

(anficoagulant) therapy, had diagnoses which actions will be planned and f

placed her at high risk for bleeding and was implemented if the commitiee _ )
receiving concomitant medications known fo deems it necessary. -17-99

increase Coumadin's effect. Despite the onset of
bruising on 4/16/08, the facility failed to identify
the adverse consequence of Coumadin toxicity
and continued to administer Coumadin for two
additional days. A PT/INR was not drawn until
4/18/08, 28 days after the last dose of Coumadin
was administered, when additional bruising

.t occurred. Findings include: - 7

Cross refer to F279, example #56

"Standards for Warfarin (Coumadin) Monitoring:
A test called International Normalization Ratio
(INR) is the lab test that is routinely performed to
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monitor warfarin levels. For most individuals a UNNECESSARY DRUGS
stable, safe INR level will be between 2 and (See Previous Page)

3.5...When a warfarin regimen is started, a
baseline INR is typically obtained.._After the initial
INR, foliow-up INRs may be done every three to
five days. INRs are then continued every three fo
five days untif two consecutive stable therapeutic
INR readings are established. After the two
consecutive INR readings are obtained that are
between 2 and 3.5, guidelines support INRs to be
drawn weeKly for four weeks. When a resident is |
stable after the weekly INRs, then an INR will be
performed every four weeks as long as warfarin is |
being used. NOTE: The above standards are
clinically supported and published by the
American College of Chest Physicians.. :
{http:/idhs wisconsin.govirl_DSL/Publications/08- :
| 002.htm) .. SR

The Coumadin manufacturer package insert ?

slates, “...can cause major or fatal bleeding. f
Bleeding is more likely to occur during the stariing
period...Risk factors for bleeding include...history
of gastrointestinal bleeding...cerebrovascular
disease...concornitant drugs.. Regular monitoring
of INR should be performed on all treated
palients. Those at high risk of bieeding may
benefit from more frequent INR ;
monitoring...report immediately to physician's i
signs and symptoms of bleeding (i.e.
bruising)... The following factors, alone or in
combination, may be responsible for
INCREASED PT/INR response: collagen vascular

reported: allopurinoi, metronidazole (FlagyD),
Prednisone, lansoprazole (Prevacid)...cranberry
products are associated most often with an
INCREASE in the effects.. "

| disease (i.e. theumatoid arthritis).— Specific drugs -
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found to have an "acute on chronic common
femoral deep vein thrombosis" (DVT-clot).
Resident #9's prior medical history included a
chronic subdural hematoma (an old' collection of
blood and blood breakdown products between the
surface of the brain and if's outermost covering,
the dura), hypertension, rheumatoid arthiitis,
stroke x 2, gastritis and upper gastrointestinal
bleed. A significant change Minimum Data Set
{MDS) assessment, dated 2/8/08 indicated the
resident’s cognitive skills for daily decision

making were independent-decisions f
consistent/reasonable and that she had no short' |
or long term memory problems. :

Physician's re-admission orders, dated 3/12/08
included, “"Lovenox (anticoagulant} 1 mg/kg 60
mg subcutaneously BID (twice daily) D/C
{discontinue) when INR greater than or equal o !
1.8, Coumadin (anticoagulant) 5 mg by mouth !
gHS (every bedtime)" and "PTANR next lab." ;
Resident #9's re-admission orders also included
the foliowing medications: Aliopurinol 100 mg
daily, Flagyl 500 mg three times a day for 10 days
(completed on 3/21/08), Prednisone 5 mg daily,
Prevacid 30 mg daily, and Cranberry capsules
475 mg twice daily.

Although the facility developed a plan of care for |
Resident #9, they falled to review and revise it to

inciude the problem of the DVT and the potential .| . ...

for bleeding and close monitoring required for’
anyone on anticoagufant therapy.
The clinical record revealed that a PTANR was

drawn on 3/14/08. The reported values were PT
36.1 (limits: 11.1-13.7) and INR 7.16. A
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Resident #9 was re-admitted to the facility on UNNECESSARY DRUGS
-|-3/12/08 following a hospitalization where she was (See Previous Page)
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7| The PT/INR drawn on 3/17/08 revealed values PT

| (by mouth) gHS, Repeat PT/INR 3/21/08.* |

Continued From page 41

physician’s order was obtained to "Hold
Coumadin, Vitamin K (counteracts the .-
anticoagulant effects of Coumadin) 5 mg x 1
(today) by mouth and Repeat INR 3/15/08." Given
the INR results obtained on 3/14/08, the facility
had orders to disconfinue the Lovenox. Despite
this order, the medication administration record |
{MAR) revealed that the facility continued to J
administer the Lovenox for 2 more doses {314/08
at 9 PM and 3/15/08 at 9 AM).

The 3/15/08 PT/INR indicated the values PT 309 ’
and INR 5.38. Physician's orders, dated 3/15/08

1 stated, "hold Coumadin today 3/15/08 and

tomorrow 3/16/08, repeat PT/INR on Monday :
3/17/08." The MAR revealed that the Coumnadin !
was held per physician's orders. ;

18.4 and INR 2.06. Physician’s orders, dated
3/17/08 stated, "New order-Coumadin 4 mg PO

The 3/21/08 PT/INR values were PT 19.4 and
INR 2.28. The 3/21/08 laboratory report was
initialed by the physician on 3/24/08, indicating it
was reviewed, however there were no orders
written for the next PT/INR. Resident #9
continued to receive Coumadin 4 mg daily.

The clinical record indicated that Resident #9 was
seen by the physician on 3/26/08 and by the
Nurse Practitioner (NP) on 4/8/08 for

‘recertification visits. Neither note mentioned that |

the resident was on Coumadin and/or the
frequency of the PT/INRs.

A nurse's note, dated 4/16/08 and timed 4-30 PM
stated, "Resident ¢ (with) bruisefhematoma

F329| 483.25(1)

(See Previous Page)

UNNECESSARY DRUGS
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{collection of clotted or partially clotted blood - UNNECESSARY DRUGS
within an organ or soft tissue space caused by a (See Previous P ag €)

. | Coumadin 4 mg on 4/16/08 and 4/17/08. The X

LT drawn 3f21/08..:notified NP _..also has (historyof) [ —

| considered that the bruising was a result of

| findings.

break in the wall of a blood vessel) noted to {right)
upper chest (complained) tender to touch Dr.
{name) in house (new order) X Ray R anterior
chestwall..." The physician's note, dated 4/16/08
stated, “(patient) ¢ bruise & lump R ant chest wall.
Pt denies any trauma...palpable, mobile & tender
lump R ant CW (chest wall) ¢ overlying

bruise.. fikely some trauma as pt has bruise.
7hematoma vs. soft tissue swelling (check) x ray."

There was no evidence that the facility

Coumadin toxicity at this time. Despite the
residents' denial of any trauma, the faciiity failed
to obtain a PT/INR and continued to administer

ray report, dated 4/16/08 revealed no abnormal

A nurse's note, dated 4/18/08 and timed 11:15
AM stated, "...summoned to room...Bruise on
right chest wall very hard & painful to touch.
Bruise covers farge portion of upper breast area
and spreads toward sternal area. New bruises
noted on left flank, right hip, and left shin. Bruise
on left flank covers a large suiface area
extending fo rib cage & upper hip area. The
bruises on her R hip & left shin are the size of a
half dollar piece...no (sign/symptoms) trauma
visualized. Resident is unaware of any trauma.
Meds reviewed. She is on Coumadin..last INR

Gl bleed...orders received for stat (immediately)
complete blood count with differential, liver
function tests, & PT/AINR." A second nurse's note,
dated 4/18/08 and timed 1:30 PM stated that the
resident had an elevated femperature, a pulse
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| 90)...number of bruises across her right anterior

via 911 and was subsequently admitted to the
hospital. The PT/INR drawn in the facility
indicated results as PT §8.0 and INR 17.23.

The hospital history & physical, dictated on
4/18/08 stated, "...noted to be hypotensive with
systolic pressure inifially at 50 (normal above

chest as well as her left flank area causing
pain.._.noted to have a hemoglobin of 7 {reference: |
11.7-15.7 GM/DL) as well as an INR at 13.4 (the
laboratory report states, "Critical Alert-the PT is
grealer than 99.9 seconds making the INR

greater than 13.4)...Head CT shows an acute on !
chronic subdural hematoma...abdominal CT scan

has a left lower flank hematoma: Impression; - =~

Anemia and severe coagulapathy (condition of
the blood clotting system in which bleeding is :
prolonged and excessive)...secondary to !
Coumadin...heme-positive (containing blood)
stools..suspect that this is the reason for her
blood loss...can not be placed on
anticoagulants...may need to consider an IVC
filter (device implanted into the inferior vena cava |
to prevent pulmonary embaoli)..."

Further review of the hospital record revealed
Resident #9 required transfusion with 4 units of
packed red blood cells to correct the anemia and
3 mg of Vitamin K, plus 4 units of fresh frozen

plasma to correct the coagulapathy. Additionally, |
- ‘hospital records noted placementof antVC filter ~| = -

on 4/21/08, since anticoagulation was no fonger
an option. Resident #9 was hospitalized until
4/25/08, at which time she returned fo the facility.

tn an interview with the Director of Nursing (DON)
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oximetry reading of 77% { normal above 92%) UNNECESSARY DRUGS
and that she was sent out to the emergency room (See Previqus Page)
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on 2/9/09 at 12:00 PM, he confirmed that no UNNECESSARY DRUGS
mgonitoring of the PT/INR was done from 3/22/08 - LU
through 4/17/08. Additionally, he confirmed that (See Previous Page)
when the initial bruising occurred on 4/16/08 no
one thought of Coumadin effecis until 2 days later
when the bruising increased. The DON stated _
that after the occurrence, the physician 483.25(m)(2)
re-evaluated all the resident's in the facility who MEDICATION ERRORS
were on Coumadin and “a system" was
developed to prevent this type of re-occurrence. . o s
Despite a request for a copy of the facility's new L. Resll;lﬁnt# 9°s orders were corrected _
policyfprotocol, none was received by the survey , on 1/1/09. The resldent sutfered no )
team_ ) : : ln eﬂbct. i~ { _in
| | 2. Medication orders for all
During an interview with Resident #9's physician | residents must be written and
on 2/11/09, she confirmed that no physician's | transcribed exactly as ordered.
orders had been written for PT/INRs after 3/21/08 ! Resident orders and MAR’s will
-and that the Nurse Practitioner "did not realize no T be checked to determine if other
'f_;g:;;‘; é':;; t‘;’ as ordered...| know, | take residents have been affected. o -17-09
’ 3. All Licen i
F 333 | 483.25(m)(2) MEDICATION ERRORS F 333 All Licensed staff will be

inserviced by4-17-09regarding

The facility must ensure that residents are free of proper transcription of 41109
any significant medication errors. medication orders. ) ) HAT-

5 - 4. The Director of Nursing/designee

! will review a random sample of

SS=E

This REQUIREMENT is not met as evidenced resident records and MAR/TAR and |
by: + review them for accuracy weekly X
Based on record review, and interview, it was 4, then monthly x 2. Any errors or
determined that the facility failed to ensure that omissions will be immediate]
one (Residents #9) out of 24 sampled residents corrected and all findings ivil{ be
;’m ':‘gzel r?glil?;iﬁcant medicafion errors. 7 B d_f?cl!m%lt!?dl A__“Fepq it °_f ﬂ_lf}

S P G oo e s e e docurniented Tindings will be
Resident #9 had a physician's order, dated 7 presented at the facilities quality
11/13/08 fo receive, “Risperdal (antipsychotic assurance meetings and further
agent) 0.25 mg 1 tablet by mouth twice a day j actions will be planned and
every morning and every evening.” Review of the implemented if the committee
12/08 medication administration record revealed ' deems it necessary. Y-17-0§
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F 333 | Continued From page 45 F333; 483.25m)(2) .
that the facility failed to administer the evening MEDICATION ERRORS .
dose of Risperdal for the entire month, a.total of . (See Previous Page) '
31 doses. : :
Findings were confirmed with the Director of
Nursing on 2/9/09 at 3:30 PM. . _
F 334 | 483.25(n) INFLUENZA AND PNEUMOCOCCAL F 334 483.25(n)2)
§5=E | IMMUNIZATION 1 INFLUENZA AND PNEUMOCOCCAL
The facility must develop policies and procedures IMMUNIZAHON
that ensure that — ;
(i) Before offering the influenza immunization, 1. Resident’s #3,#21 & #2 has
each resident, or the resident's legal i received the Pneumococcal
representative receives education regarding the ; vaccine 2440
benefits and potential side effects of the % ; oy . “4-99
immunization; | . 2. A 100% audit of Pneumococcal |
(ii) Each resident is offered an influenza Vaccine administration has been .
immunization October 1 through-March 3% - completed, "~ ‘ - 2409
annually, unless the immunization is medically 3. Residents or their legal
contraindicated or the resident has already been ive will .
immunized during this time period: representative will receive a
(iii) The resident or the resident's legal consent thaf indicates acceptance
representative has the opportunity to refuse or refusal of the Pneumococcal
immunization; and vaccine including information
{(iv) The resident's medical record includes regarding benefits and side
documentation that indicates, at a minimum, the . . .
following: e‘ﬁ“ects of the Immunization. The
(A) That the resident or resident's legal signed consent will be placed on
representative was provided education regarding the resident’s medical record.
the benefits and potential side effects of influenza The RNAC/designee will track
immunization; and . .
(B) That the resident either received the the consents and will notify the
influenza immunization or did not receive the resident or le.gaI representative
influenza iImmunization due to medical- - - - and the physicianof any boosters
contraindications or refusal. required. .17-09

The facility must develop poficies and procedures
that ensure that --
(i) Before offering the pneumococcal
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F 334/ Continued From page 46 F 334 483.25(u)2)
immunization, each resident, or the resident's INFLUENZA AND PNEUMOCOCCAL
legal representative receives education regarding IMMUNIZATION (confinued)
the benefits and potential side effects of the 4. The RNAC/desi il revi
immunization; - Lhe gnee witl review
(if) Each resident is offered a pneumococcal resident records to ensure
immunization, unless the immunization is compliance. Any ctrors or
medically contraindicated or the resident has omissions will be immediately
already been immunized:; corrected and all findings will be
(iii) The resident or the resident's legal documented. A report of the
representafive has the opportunity to refuse documented findings wil} be
immunization; and ) presented at the facilities quality
i (iv) The resident's medical record includes - assurance meetings and further
1 documentation that indicated, at a minimum, the g actions will be planned and
foliowing: i . . . i
(A) That the resident or resident's fegal implemented if the committee : TSI
representative was provided education regarding deems it necessary. L
the benefits and potential side effects of f
. [preumococcal immunization; and . . . . 1. Residents-#25;#26, #27, #28, #29,
(B) That the resident either received the i #30, #31, #32, #33 have received
pneumococcal immunization or did not receive . the Pneumococcal vaccine, i 2-4-09
the pneumococcal immunization due to medical 2. A 100% audit of Pneumococcal i
contraindication or refusal. Vaccine administration has been |
(v) As an alternative, based on an assessment completed R i
and practitioner recommendation, a second comp ) . E Q'Q‘Oﬁ
pneumococcal immunization may be given after 5 *3. Residents or thel_r legal . ; :
years following the first pneumococcal  representative will receive a consent
| immunization, unless medically contraindicated or that indicates acceptance or refusal
the resident or the resident's legal representative of the Pneumococcal vaccine
refuses the second immunization. including information regarding
benefits and side effects of the
immunization. The signed consent
will be placed on the resident’s
medical record-The =
~m T Ehis.REQUIREMENT- is not met as evidenced ~ | - 7RNKb!dés'iéﬁee will track the
by: consents and will notify the resident
Based on review of the clinical records and - : ‘
inferview, it was determined that the facility failed or ieiga_l fep re;entatlve and the', e '
to follow facility policy and failed to ensure that physician of any boosters required. - H-3-09
before offering the pneumococcal immunization,
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two (2) sampled resident's (Resident #3 and #21) INFLUENZA AND PNEUMOCOCCAL -
or the legal representative received education . - IMMUNIZATION (continued)
regarding the benefits and potential side effects Yy s . .
of the immunization. In addition, the facility failed 4. Th? RNAC/designee will review
to ensure that a re-vaccination resident records to ensure
(booster)pneumococcal vaccination was given to compliance. Any errors or
66 year-old Resident #3 and to 70 year old omissions will be immediately
Resident # 21, after 5 years following their first corrected and all findings will be
pneumococcal immunization below 65 years of :
age. Additionally, 8 sub-sampled documented. A ri_eport o-fthe
"immunocompetent" and “Immunocompromised" documented findings \fvﬂl be ) i
residents did not receive the Pneumovax presented at the facilities quality
re-vaccination (booster) until 2/4/09 (6 or more assurance meetings and further |
years). Findings include: actions will be planned and

The facility's policy entitled "Policy for lmplen}ented if the c_ommﬂtee - .
Pneumococcal Vaccination for Residents™ stated, deems it necessary. R Bt i
“...If an immunocompetent resident wasGbyears- | - — - : oo ' :
of age or less at the time of initial vaccination, and
imore than 5 years have elapsed since inifial
vaccination, one booster dose of vaccine will be
offered. tn an immunocompromised resident, the
vaccination should be repeated once if 5 years
have elapsed since initiaf vaccination, regardless
of age at the time of initial vaccination,

Resident SS#25's pneumovax vaccine was last
administered on 7/96 at age 36 - Booster was
administered on 2/4/09, 13 years later.

Resident SS#26's pneumovax vaccine was last
administered on 2/03 at age 55 - Booster was
administered on 2/4/09, 6 years later. . CITT s e

| Resident SS#27's pneumovax vaccine was last
administered on 1/03 at age 60 - Booster was
administered on 2/4/09, 6 years later.

Resident SS#28's pneumovax vaccine was last
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administered on 7/03 at age 61 - Booster was INFLUENZA AND PNEUMOCOCCAL
administered on 2/4/09, 6 years later. IMMUNIZATION (See Previous Page)
Resident SS#29's pneumovax vaccine was last
administered on 11/03 at age 21 -Booster was
administered on 2/4/09, 6 years later.
Resident SS#30's pneumovax vaccine was last
administered on 04/03 at age 45 - Booster was
administered on 2/4/09, 6 years later.
Resident SS#31's pneumovax vaccine was last ]
administered on 02/03 at age 40 - Booster was i
- | administered on 2/4/09, & years later.
f i
| Resident SS#32's pneumovax vaccine was last |
i administered on 01/03 at age 58 - Booster was o
-administered on-2/4/09, 6 years later. T
i
This finding was discussed and confirmed by the I
tnfection Control Nurse on 2/17/09 at
‘approximately 2:15 PM.
F 441 483.65(a) INFECTION CONTROL F 441 483.65(a)
Ss=E INFECTION CONTROL
The facility must establish and maintain an N -
infection control program designed to provide a 1. The Director of Nursing and the
safe, sanitary, and comfortable environment and Infection Control Nurse have
to prevent the development and transmission of restructured the Infection Control

disease and infection. The facility must establish

an infection control program under which it Program to include the collection of

investigates, controls, and prevents infections in Inf?ctlon Line listings from each_
the facility; decides what procedures, such as Unit Manger on a conststent basis.
__|isofation should be applied to an individual . . Information -g@@t?_l’ﬁsl;-l.s:thoroqghly": 1
| resident; and mairitains a record of incidents and |  investigated and analyzed to
correclive actions related to infections. systematically help prevent or
control the spread of infection. Y41-09

This REQUIREMENT is not met as evidenced
by:
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F 441 Continued From page 49 F441| 483.65(a)INFECTION CONTROL
Based on record review and interview with the (continued)

infection.control.nurse, it was determined that the

facility failed to maintain an infection control 2. A new program to consolidate and

program designed to prevent the development review infection control has been
and transmission of disease and infection for established. Afier reviewing
more than a four month period. Findings include: collected data, the facility learned
- that no residents had been affected. | H-17-¢9
In an interview with the current RN Infection 3. Residents are assessed and
Control Nurse (ICN) on 2/17/09 at approximately ' monitored each shift by the Nursing
9:25 AM, it was revealed that she was hired on Department. Signs or symptoms of

10/13/08 as Staff Development Nursefinfection
Controf Nurse.” Prior to her arrival, the previous
ADON was the Infection Control Nurse until Apri, ;
2008. The previous RN Staff Development nurse

infection are reported as needed to
the Physician and supervisor and the °
findings are documented. New

who also worked with the ADON on the Infection 5 Infection Control line listings have |
Control Program left 7/31/08. The ICN stated that i been created that includes type of |
the Monthly Infection Controf reports for the i organism and location of resident
months of January, February and March of 2008 |- ~ 71 affected to ascertain if patterns exist. |
and through to July, 2008 were missing. The Infection Control Nurse in

‘ consultation with the

It took 8 days for the Infection Control Nurse to
put together the monthly Infection Control Log for
the time period of 8/08 through 1/09. Review of
these Monthly Infection Control Logs revealed

Interdisciplinary Care Team will
more formally document the
investigation of infections, and

that the facility monitored the occurrence of the continue fo control and prevent the

infection {for example, UTi which was most spread of infection. H-11-9
prevalent), however it failed to identify the type of 4. The Infection Control Nurse will

organisms infecting the residents and failed o : track and monitor infections and all

trend the organisms to determine if there was a findings will be documented. A

pattern of infection that the facility needed to report of the documented findings

address and corrective actions that needed to be will be presented at the facilities

taken. Review of the these Monthly Infection
_| Control Log also revealed that the infections. were.|... ...}
"[attimes either not included on theline listing.” | = |
Other infections listed were pneumonia, upper implemented if the committec
respiratory infection, cellulitis, scabies, D- diff and deems it necessary. YT .acl
MRSA. :

quality assurance meetings and

Additionally, the facility failed to provide an

- further actions will be plannedand |-~ — —-|'=
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(%4) ID SUMMARY STATEMENT OF DEFICIENCIES © | PROVIDER'S PLAN OF CORRECTION (¥s)
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‘ ! DEFICIENCY)
F 441 Confinued From page 50 F441] 483.65(a)INFECTION CONTROL
established infection control program under which (See Previous Page) -
it investigates, analyzes any increase in the rate
of infection, controls and prevents infections in
the facility.
F 444 483.65(b)(3) PREVENTING SPREAD OF F 444 © 483.65(b)(3)
$s=D | INFECTION . PREVENTING SPREAD OF [
The facility must require staff to wash their hands INFECTION
after each direct resident contact for which .
handwashing is indicated by accepted j . 1. Resident # 10’s perineum was re-
professional practice. ! cleansed by LPN #2 and the
resident suffered no ill effect. | 2-42-09
This REQUIREMENT is not met as evidenced i 2. tlgcozt::;?;nsﬁgeﬁs&_ﬂ;at;m‘% §
by: ! ep 0 be affected wi ,
Based on observation, interview and review of : be observed by nursing staff
.. | facility policy it was determined that tI)e facility during their care to determine if |
-failed to ensure that staff washed their hands_ inor o the proper tééhqf]iéue‘.l is being
accordance with accepted professional practice followed : Yr].e ‘i
and facility policy. ‘ : T
ty policy 3. All Nursing staff will be -
The facility's policy for incontinent/perineal care inserviced by 4/17/09 related to
y
states, "..9. Remove gloves and wash hands. 10. providing appropriate personal
Return resident to clean, comforiable ~ hygiene and gro omingto
position...11. Wash hands before continuing to residents. A equin has been
next task/area...” ) - 2 INanm
obtained to help demonstrate
On 2/12/09 at 1:45 PM, LPN #2 was observed proper petineal care and for the
providing incontinence care for Resident #10, Staff Developer/Infection
who had been incontinent of a large, soft stool. Control Nurse fo observe via
After placing a clean diaper under the resident d tration. The facili
LPN #2 removed her left giove and opened the return demons " on. 1he ax’:’ ty
- | resident's dresser drawer looking for ointment. ~ haspurchased a “Glitter-Bug” .| .
| LPN #2 re-gloved the left hand and squeezed " light to graphically demonstrate
cintment onto the left ﬁand.‘The tube of ointment proper handwashing technique to
was touched by the soiled right gloved hand. After the staff H-17-99
| securing the diaper, LPN #2 proceeded fo touch : ,
the bedding, bed atarm, and bed controls with her
soiled gloved hands.
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(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES o - PROVIDER'S PLAN OF CORREGCTION {%5)
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DEFICIENCY)
F 444 | Continued From page 51 F 444 483.65(b)(3)
PREVENTING SPREAD OF INFECTION
LPN #2 double bagged the soiled items, 3 :
discarded her gloves and proceeded down the (continued) :
hall where she punched in the code for the door 4, The Infection Control
of the soiled utility room. After exiting the utifity Nurse/designee will do random
room LP{I #2 IIJsed a sanitizing hand gel, returned observations of perineal careon |
to the resident's room to check on her. LPN #2 ‘each shift 3 tim KX 4
feft the resident’s room, used hand ge! again,- cach s 5 a wee ’
then went to the nurse's station where she used then weekly X 2 months and |
the telephone. : report findings through the QA !
L : comimittee. Further actions will |
The facility faljed _to ensure that _ be planned and implemented if i
cross-contamination of surfaces did not occur ' : . . .
and that proper handwashing was completed . the committee deems it ;
after the removal of soiled gloves. | ;  hecessary., 4739
i !
Additionally on 2/12/09 at 1:45 PM, LPN #2 was I ’
observed providing incontinence care for - - - - 4 - -
Resident #10, who had been incontinent of a
targe, soft stool. LPN #2 properly cleansed the !
buttock area with disposable wipes in a front to i
back motion. After turning the resident onto her i
back, LPN #2 cleansed the groin and outer
perineal areas. A clean diaper was placed under
the resident, ointment was applied and as LPN #2
was pulling the diaper up to secure, she was
asked to re-cleanse the fabia. Upon doing so, the
wipe was found to be soiled with stool. The facility
failed to ensure that Resident #10 received
proper perineal care.
Findings were confirmed with LPN #2 and the
Director of Nursing during separate interviewson | -
F 465 | 483.70(h) OTHER ENVIRONMENTAL F 465| 483.70(h)OTHER ENVIRONMENTAL
ss=D{ CONDITIONS CONDITIONS
The facifity must provide a safe, funcfional, (See Following Page)
sanitary, and comiortable environment for
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PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG . CROSS-REFERENCED TO THE APPROPRIATE DATE
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F 465 Continued From page 52 F 465| 483.70(h)OTHER ENVIRONMENTAL
residents, staff and the public. CONDITIONS
" 1. The Ice Machine was repaired 2/11/09 | 2-)1-29
This REQUIREMENT is not met as evidenced 2. All Ice machines were checked to
by assure proper functioning. 2.-11-9§
Based on observations, it was determined that 3. The Ice Machine maintenance is a
the facility failed to provide a safe work ~ part of the preventative maintenance .
environment for the staff. Findings include: - program. - 1f-171-04
' | 4. i i ill audit .
Observations on 2/11/09 at 10:50 AM of the 4 gecﬁﬂgzﬁ%ﬁim;ﬂ:;;e
Greenbank Nourishment Room revealed a pool of comp 1()1 ot
water extending from the ice machine to a room mau'ltenance program and repo
i wall. The ice machine was malfunctioning as well findings to the quality assurance 54
' as creating a potential hazard to the staff. committee quarterly. H-17-
F 514 ! 483.75(1)(1) CLINICAL RECORDS F 514; 483.75(1)(1) CLINICAL RECORDS
SS=D !
! The facility must maintain clinical records on each i | . . \ F
resident in accordance with.accepted professional . .. . .. : 1. Resident #6. Social Service notes. IR :
standards and practices that are complete; - have been updatedon 2-6-09. i 2-b-o9

‘| determined that-the facility failed to ensure that-1

accurately documented; readily accessible; and
systematically organized.

The clinical record must contain sufficient
information to identify the resident; a record of the
resident’s assessments; the plan of care and
sefvices provided; the results of any
preadmission screening conducted by the State;
and progress notes.

This REQUIREMENT is not met as evidenced
by:
Based on record review and interview it was

(Residents #6) out of 24 sampled residents’
clinical record was maintained in accordance with
accepted professional standards and practices
that were complete and accurately documented.
Findings include;

2. All resident charts have been
audited to ensure compliance for
Social Service documentation.

3. The Social Service Director/
designee will document the date
of the last Social Service note
on a tracking form to ensure at
least quarterly documentation
has occorred. Omissions will be
immediately corrected and all
findings will be documented.

| H-17-29

4-41-59
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: DEFICIENCY)
F 514 Continued From page 53 F 514|483.75(1)(1) CLINICAL RECORDS -
Review of Resident #6's clinical record revealed (continued) - .
.| the last social services note written was dated 14 .Th Social Service Director/
6/16/08. During an interview with the social - 1A Social Service Uiector/
worker on 2/6/09, she acknowledged that she designee will review the tracking
failed to transcribe her notes onto Resident #6's form for accuracy weekly x4, then
record and proceeded to update the record from monthly x2. A report of the
N -
6/08 to 2/6/08. documented findings will be
presented at the facility’s _
quality assurance meetings _ .
quarterly. H-11-219
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